Suicide prevention on a college campus: an in-depth look at students' experiences in a peer education program by Freeman Schulze, Rebekah
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Boston University Theses & Dissertations
2012
Suicide prevention on a college
campus: an in-depth look at
students' experiences in a peer
education program
https://hdl.handle.net/2144/12389
Boston University
BOSTON UNIVERSITY 
SCHOOL OF EDUCATION 
Dissertation 
SUICIDE PREVENTION ON A COLLEGE CAMPUS: 
AN IN -DEPTH LOOK AT STUDENTS' EXPERIENCES 
IN A PEER EDUCATION PROGRAM 
by 
REBEKAH FREEMAN SCHULZE 
-
.... 
B.A., Colby College, 1994 
M.A., New York University, 1998 
Submitted in partial fulfillment of the 
requirements for the degree of 
Doctor of Education 
2012 
lllllllllllllllll~~il~~~ll~~~~~~m~ /IIIII/II/IIIII 
1 1719 02909 2782 
© Copyright ey 
E::cfD 
'2012.. 
~re~ 
Cef.2. 
REBEKAH FREEMAN SCHULZE 
2012 
Approved by 
First Reader  li p 
Professor of Linguistics and Education 
Second Reader
Marylee . Ra ud, Ph.D. 
Associate Professor of Education 
"-
Third Reade -------------------
.D. 
Dean of Students 
Boston University 
Dedication 
To my husband, Louis, for unwavering belief and confidence that I 
could do this; to my mother and step-father, Margie and Nelson, for 
putting me on the path to higher education long ago and their endless 
support and pride in me; to my father and step-mother, Bob and Bonnie, 
for keeping me laughing and encouraging me to keep going; to my 
brother and sister-in-law, Seth and Stephanie, for always helping out 
when I needed them; and my children, Annie and Teddy for whom I want 
to know that hard work and persistence will pay off. 
Acknowledgments 
I wish to express my sincere gratitude and appreciation to my 
Advisor, Bruce Fraser. His encouragement and faith in me over the 
many years along this path to completion have kept me going. He has 
been patient, understanding, and kind, and without his willingness to 
work with me through getting married, having two children, some job 
changes, and a dissertation topic change, I would not be where I am 
today. 
I would also like to thank Marylee Rambaud for agreeing to serve 
on my committee, and for offering her thoughtful insight and endless 
encouragement. She gave me fresh perspective and asked important and 
pertinent questions about my research, pushing me harder than I might 
have pushed myself. I am a better scholar for it. She has been a 
wonderful supporter of mine since I began my doctoral studies and I am 
lucky to count her as a mentor. 
I also wish to thank Kenn Elmore for his guidance with this 
dissertation. When Bruce and I talked about forming my committee, we 
both agreed that we needed someone with expertise in the field of 
Student Affairs, as it pertained so highly to my research topic. We both 
immediately thought of Kenn, knowing that his experience and wisdom 
would prove invaluable in guiding my research. He is an extremely busy 
v 
person, and I have truly appreciated the time he has been willing to give 
to this committee. 
I have been lucky to have such a diverse and talented committee, 
all willing to be patient and flexible with me over the years. Their honest 
feedback, insight, and support have helped push me along to completing 
this dissertation to where I am proud of what I have accomplished. 
I would also like to thank Lucy Torres, who helped organize many 
of our committee meetings as well as my Proposal and Defense Hearings, 
as well as my sister-in-law, Stephanie Freeman, for taking time out of 
her busy life to help me figure out the correct coding for my interviews. 
Lastly, I'd like to thank all of my interview and survey participants 
for taking time out of their busy lives to help me with this research. 
Suicide prevention is a subject that touches many people, either directly 
or indirectly, and I am grateful to all the people willing to share their 
personal stories with me in the hopes of seeing change. 
Vl 
SUICIDE PREVENTION ON A COLLEGE CAMPUS: 
AN IN DEPTH LOOK AT STUDENTS' EXPERIENCES 
IN A PEER EDUCATION PROGRAM 
(Order No. 3SOO\..jC2 ) 
REBEKAH FREEMAN SCHULZE 
Boston University, School of Education, 2012 
Major Professor: Bruce Fraser, Ph.D., Professor of Linguistics and 
Education 
ABSTRACT 
Suicide is a serious public health problem. Every 16 minutes in 
the United States, a person dies by suicide and every minute, someone 
attempts to commit suicide. In 2007, 34,598 people died by suicide in 
the United States (CDC.gov, 2011). It is national problem that affects 
college students severely, with suicide being the third leading cause of 
death for college-aged youth (18-24yrs)(CDC.gov, 2011). 
According to the 2010 National College Health Assessment, 30.7% 
of undergraduate students "felt so depressed it was difficult to function," 
6.2% "seriously considered attempting suicide", and 1.3% "attempted 
suicide". These statistics reflect a problem that only recently has begun 
to gain national attention. 
On college campuses, very few suicide prevention programs are 
oriented towards training students on how to recognize when their peers 
Vll 
are struggling, what to do when they identify a peer in need, and how to 
make a referral to the counseling center when appropriate. Most 
campuses rely on their professional staff to address these issues. 
However, research shows that peers will often go to peers with their 
problems before turning to an administrator, faculty or counselor. The 
purpose of this study was to understand the experiences of students who 
participated in a six-week suicide prevention training program at 
Worcester Polytechnic Institute, aimed at training to students to identify 
friends in need and refer them for help. 
The findings suggest that this peer education suicide prevention 
program on one college campus is successful for participants: students 
turn to their peers when having a personal crisis; the program increases 
their ability to identify peers at risk for a mental health crisis; it helps 
improve their confidence to offer help to friends in need; and it increases 
their comfort level with referring friends to the counseling center for help. 
The implications of this study are: A program like WPI's can help 
create a support network of "eyes and ears" trained to identify at-risk 
students early on and refer them to the Counseling Center; help reduce 
stigma, thus normalizing help-seeking behavior; help colleges meet the 
growing demand for services without taxing resources; and increase the 
recruitment and retention of students. 
vm 
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Chapter One: Introduction 
Suicide is a serious public health problem. Every 16 minutes in 
the United States, a person dies by suicide and every minute, someone 
attempts to commit suicide. In 2007, 34,598 people died by suicide in 
the United States (CDC.gov, 2011). It is a national problem, and one 
that also affects college students severely. Suicide is the third leading 
cause of death for college-aged youth (18-24 years), (CDC.gov, 2011). 
Some suicide statistics at a glance: 
• Between 1100-1300 students commit suicide on college campuses 
in the United States every year (SPRC, 2010; JED Foundation 
[JED], 2010). 
• From 1952-1996 the suicide rate amongst adolescents and young 
adults nearly tripled. 
• More teenagers/young adults die from suicide than from cancer, 
heart disease, AIDS, birth defects, stroke, pneumonia and 
influenza, and chronic lung disease combined. 
• Suicide is 3rd leading cause of death among college-aged youth (18-
24 years) 
According to the ACHA 2010 National College Health Assessment, 
undergraduate students across the country reported the following: 
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• 30.7% of undergraduate students "felt so depressed it was difficult 
to function" 
• 6 ,.2% "seriously considered attempting suicide" 
• 1.3% "attempted suicide" 
These statistics signal a problem on our college campuses and has 
begun to gain national attention through heightened media attention and 
a national campaign for suicide prevention. 
Costs (Direct and Indirect) 
There are major costs involved in not addressing the mental health 
concerns of college students. In the 2012 proposed national budget, 
President Obama requested $77.4 billion on student financial assistance 
(www.ed.gov, 2011). But simply investing this money to help finance a 
student's education is only part of the story. It does not ensure 
academic success, as "undiscovered, unaddressed, and unmet mental 
and behavioral health problems among college students can interfere 
with academic success as surely as a lack of computers, competent staff, 
or textbooks" (SPRC, 2004, p.27). 
Investing in college mental health programs and suicide prevention 
programs can help more than just the students affected. They can 
ensure that the federal investment in college education is returned to 
taxpayers through providing college graduates who are academically 
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successful and emotionally grounded and therefore ready to be positive 
members and contributors to society and the future (SPRC, 2004). 
College Student Mental Health Issues 
Why is college such a vulnerable time for students? While the 
college years can be very positive, they can also be some of the most 
stressful and anxious times in a person's life (Fried Ellen, 2002). The 
overall transition from high school to college can be tough for many 
students. The competition for college begins very early, as admission 
standards have become very high. Tuition has increased dramatically as 
well, which leads to financial pressure and stress (Mowbray, et al., 2006). 
For most, it is their first time away from home; they encounter new 
freedoms and new responsibilities as well as experience an increase in 
academic and social pressures (Fried Ellen, 2002). There is constant 
pressure from faculty, parents and friends. There is very little privacy 
(Potter, et al., 2004). There are tough decisions regarding careers, 
relationships, and other personal ch oices. Students perceive college life 
as stressful, and often do not have the necessary coping skills 
(Silverman, 2008). Additionally, students come to college thinking that 
asking for help is a sign of weakness or inadequacy, furthering their 
inability to tackle problems when they arise (CampusBlues.com, 
retrieved 2008). 
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While all of these factors contribute to the heightened mental 
health risks for college students, research has found that being enrolled 
in college is, in itself, a protective factor against suicide. The suicide rate 
of college students is half that of the non-college student group (Furr, et 
al., 2001; Ellen, 2002, Silverman, et al., 1997). This is due to a number 
of factors. There is more available, free or low-cost health and mental 
health services on campus; campuses tend to be more supportive peer 
and mentor environments; campus prohibitions on dangerous items 
such as firearms reduce the risk for suicide; there is a tighter monitoring 
of alcohol use; college students have a clearer sense of purpose and 
meaning for students; and college students have less stress around daily 
living issues (Westefeld, et al., 2006; Fried Ellen, 2002; Haas, et al., 
2003). Nevertheless, college administrators and clinicians are very 
concerned with the safety of their students and want to make sure they 
are doing whatever they can to spot and treat at-risk students. Although 
a completed suicide might be seen as rare, compared to the national 
average, when it happens it is a devastating event that can have a 
multitude of negative and lasting effects on the community. 
In part, this increased attention on college mental health is due to 
some high profile campus suicides, such as the tragedy at Virginia Tech. 
Mention Virginia Tech, and most people will immediately know what is 
being discussed. On April 16, 2007, Seung-Hui Cho shot 49 students 
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and faculty, killing 32 people before killing himself. This event is listed 
as the single largest act of violence at an American university. The 
tragedy at Virginia Tech became a "mental health emergency that 
challenged counseling psychologists and other mental health 
practitioners" (Flynn, et al., 2008, p. 4 79). 
Tragedies such as Virginia Tech have placed colleges in the media 
spotlight which has often led to negative press coverage which can be 
problematic and may result in financial trouble (Mowbray, et al., 2006). 
Media coverage that focuses on the increase of students on campus with 
mental health issues (suicides at highly prominent institutions such as 
Virginia Tech, MIT, and Harvard) has played a role in causing campuses 
to evaluate and assess their mental health services more significantly 
(Mowbray, et al., 2006). 
The National Response 
Recognizing that suicide is a public health concern, the 
Department of Health and Human Services created The National Strategy 
for Suicide Prevention (NSSP) in 2001. According to their website, the 
NSSP: 
"represents the combined work of advocates, clinicians, 
researchers and survivors around the nation. It lays out a 
framework for action to prevent suicide and guides development of 
an array of services and programs that must be developed. It is 
5 
designed to be a catalyst for social change with the power to 
transform attitudes, policies, and services." 
The NSSP Goals and Objectives for Action were published by the 
U.S. Department of Health and Human Services in May of 2001, with 
leadership from the Surgeon General. They call for increasing the 
"proportion of colleges and universities with evidence-based programs 
designed to address serious young adult distress and prevent suicide" 
(U.S. Department of Health and Human Services (DHHS), 2001, p.66). 
The report goes on to state that "one fourth of all persons aged 18-24 
years in the U.S. are either full- or part-time college students, suggesting 
that many young adults could be reached through college-based suicide 
prevention efforts" (U.S. Department of Health and Human Services 
(DHHS), 2001, p.66). 
Furthering suicide prevention efforts, on October 1, 2004, 
Presiden t Bush signed the "Garrett Lee Smith Memorial Act", the nation's 
first suicide prevention bill. This legislation highlighted the fact that 
youth suicide is a public health crisis linked to underlying mental health 
problems. The bill authorized $82 million over three years for programs 
aimed at suicide prevention. The Substance Abuse and Mental Health 
Services Administration (SAMHSA), a division of the Department of 
Health and Human Services, was made responsible for managing the 
programs funded by the grant. 
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Campus Response 
The combination of the prevalence of depression and students 
having suicidal thoughts on college campuses (Furr, et al., 2001), several 
high p~ofile suicides, lawsuits related to suicide (Lake and Tribbensee, 
2002), and the manner in which the media handles campus suicides has 
led to the conclusion that there is a definite need for a comprehensive 
effort geared towards addressing issues of mental health promotion and 
suicide prevention on college campuses (Mowbray, et al., 2006; Potter, et 
al., 2004). 
While there seems to be agreement about need, there seems be less 
happening in practice. Drum is one of the only researchers right now 
conducting research on the effectiveness of suicide prevention strategies 
on campus. In his study (2009), only 17.6% of student respondents said 
they had received information on suicide prevention from their college or 
university. According to the American Foundation for Suicide Prevention 
website: 
"Most suicidal individuals give some warning of their intentions. 
The most effective way to prevent a friend or loved one from taking 
his or her life is to recognize the factors that put people at risk for 
suicide, take warning signs seriously and know how to respond." 
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Prevention Programs 
In today's economy, colleges are increasingly being asked to cut 
their budgets yet still increase their services for students. Peer education 
prevention programs offer a cost-effective approach for campuses to 
better respond to the increasing need for mental health. Prevention 
programs can be implemented often at low or no cost to the institution. 
This is a powerful and compelling reason for universities to try peer 
education. 
College counseling centers cannot remain reactive, and wait until 
after a suicide has affected their campus to respond. An effective 
program should focus on three areas: 1) warning signs, 2) what to do if 
someone is concerned about another student, and 3) increased 
knowledge of resources (Furr, et al., 2001). 
One challenge to peer prevention programming is addressing the 
issue of stigma. Students will not seek out help due to the stigma 
associated with mental illness and getting treatment (Mowbray, et al ., 
2006; Drum, et al. , 2009; Knox, 2003). This is in part due to the fact 
that campus mental health services have often been seen as inaccessible 
to students. As Kitzrow (2003) states, 
"The need for outreach and consultation is greater than ever. In 
general, many individuals hold negative perceptions about mental 
health problems and counseling and need accurate information 
about mental health issues and treatment. Counseling centers 
n eed to conduct an active outreach campaign to educate 
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administrators, faculty and staff...about mental health problems in 
the college population and provide them with information about 
how to recognize and refer troubled students who need help" (p. 
177). 
Reducing stigma should be an essential component to any program 
(Schwartz, 2006; Mowbray, et al., 2006; Knox, 2003, Potter, et al., 2004). 
It is important to note that "the complex problem of suicide and 
suicidal behaviors on campuses demands a multi-faceted, collaborative, 
coordinated response, and cannot be left solely to counselors and mental 
health centers" (SPRC, 2004 p. 25). The entire campus needs to work 
together and be invested (Potter, et al., 2004). 
In response, several programs have emerged on campuses 
intending to provide training for members of a campus community in 
reaching out to distressed students and trying to get them the help they 
need (QPR, CampusConnect, At-Risk). Primarily these programs have 
been developed for and delivered to members of the community who have 
designated or implied roles relevant to student safety and well being: 
faculty, staff and resident assistants. These training programs have 
demonstrated effectiveness in improving potential helpers' confidence 
and skill in reaching out and supporting others (CampusConnect, QPR). 
Although these programs have been effective with faculty, staff and 
RAs, the need for more student-centered, peer programming has 
emerged. In Drum's research (2009) , which more closely questioned 
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student s with serious suicidal ideation and attempts, 46% of students 
said they never talked to anyone else about suicidal thoughts or 
attempts. Of those students who did talk to someone else, 67% of the 
time it was a peer; most often a close friend or roommate. Of those who 
talked about their struggles with others, only 52% found it helpful and 
only 58% were advised to seek professional help. This shows that 
students are quite reticent to talk about suicidal ideation with others, 
and wh en they do, most often it is to a peer. Additional concern emerges 
about the quality of the response struggling students get from others, 
with only half finding it helpful and just over half getting advice to seek 
professional help. 
Prevention programs provide students with knowledge about 
suicide, risk factors and warning signs, and skills for helping friends get 
help. Suicide education aims to raise awareness, train individuals to 
recognize peers at risk, and increase knowledge of resources. The basic 
premise is that the more students know, the more willing they will be to 
get help for themselves or others. 
Purpose of the Study 
In 2006, SAMHSA issued a press release about a new grant that 
supported initiatives on college campuses and state organizations aimed 
at preventing suicides through programming and services focused on 
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risk reduction. According to the press release, "suicide is a preventable 
tragedy for individuals, for families and for communities ... these 
grants ... are an important part of the solution to suicide in our nation." 
WPI received that grant, and has implemented a comprehensive peer 
education program focused on suicide prevention. 
WPI is a private, 4-year institution of higher education in the 
northeastern United States. It is a science and technology institution 
comprised of approximately 3,000 full-time undergraduates and 4 75 full-
time graduate students. The part-time undergraduate population is 
smaller, at only 35 students, while the part-time graduate student 
population is 670. The population is approximately 75% male. 
According to a study conducted in 2004 at WPI, students reported 
the following: 
• 44% reported feeling so depressed over the past year that they had 
not been able to function (approximately 1702 students) 
• 7.6% seriously contemplated suicide over the past year (289 
students) 
• 1. 7% made a suicide attempt (65 students) 
These statistics are fairly close to the national averages, although 
slightly higher for students who actually made an attempt. WPI has had 
four completed suicides over the past fifteen years, the most recent being 
in the spring of 2011. In response to concerns about these statistics, the 
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Student Development and Counseling Center (SDCC) at WPI applied for 
and received a federal grant from SAMHSA (as described previously) to 
look at these issues on its campus. As a result, a peer education 
program called the "Student Support Network" (SSN) was created. 
Program Overview 
The WPI Student Support Network program (SSN) is an ongoing 
effort to identify and train "key" students on campus (such as captains of 
athletic teams, fraternity and sorority presidents, and leaders in student 
government and clubs and organizations) in how to identify, reach out 
and help other students in distress. Students who participate in the 
training are typically student leaders, involved in multiple organizations 
and often perceived by their peers as "helpers." Unlike many other peer 
programs the training is not intended to promote peer counseling or peer 
education skills. Essentially the program aims to improve students' 
recognition of signs/symptoms of mental health distress, improve 
confidence in reaching out to others in distress and improve students' 
ability to provide support in the moment and refer to appropriate 
supportive resources in the community. WPI has other more traditional 
peer education programs on campus which involve training and 
supporting students in educating their peers about critical issues 
(alcohol and drugs, sexual assault, health and well-being). While SSN 
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has become an excellent feeder system for these programs, the core 
purpose of SSN is to increase the number of students who are able to 
identify and refer friends with significant mental health needs to 
appropriate resources. 
The program, as currently structured at WPI, involves two six week 
training sessions during the course of the academic year. An average of 
30-35 new students are recruited into each training session and broken 
down into two groups, thus providing training for 60-70 students per 
year. With ongoing training, this allows for 260 students trained in the 
SSN model in any given four year period. Training and developing 
relationships with such a large number of well-connected students 
provides access to a number of highly influential students, thus 
facilitating efforts at community change. Additionally, the training 
provides an excellent platform for campus administrators and counseling 
center staff to stay apprised of current and evolving student concerns. 
Program Design 
The intention of the SSN training program is to tap into the 
existing network of students who are already seen as helpers by their 
friends - 'athletic team captains, fraternity and sorority executive board 
members, student club officers, student government association, leaders 
in the classroom. Aside from these obvious leaders, the program also 
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allows for students to self-select by submitting an application to be part 
of the training program. Since the data show that many students are 
going to their peers for help with personal crises, SSN seeks to identify 
these students and give them better skills to do what they are already 
doing in helping their friends, as well as offer them support in that role. 
SSN seek s to equip students with the skills and the support needed for 
them to function in their normal lives and roles on campus and be in 
better positions to help their friends. The program also seeks to increase 
students' knowledge of what to look for when a friend might be at-risk 
and to connect them to the resources (particularly the Counseling 
Center) they have to help those friends - or themselves - when struggling 
with a personal issue. Therefore, once they have completed the training 
program, they are members of the Student Support Network for the 
remainder of their time at WPI without any further obligation to SSN. 
While there are numerous opportunities for them to stay engaged in the 
program, students are only obligated to attend the six week training 
program. After that, their level of involvement is entirely up to them. 
Please see the Appendix A for access to the complete Student Support 
Network manual. 
In order to address the growing concerns of depression and suicide 
on campus, on college, WPI, applied for and received a national suicide 
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prevention grant. With those funds, WPI began a six week peer 
education training program called the Student Support Network. 
This program has begun to gain national attention. Programs 
based on WPI's Student Support Network have been started at other 
institutions around the country including the University of Maine, 
Towson University, Massachusetts Bay Community College, and Boston 
University. 
This dissertation is a qualitative study looking at the suicide 
prevention program created at WPI in order to gain a better 
understanding of the students' experiences in the training program. 
Statement of the Problem 
In spite of the access to free flow cost and confidential mental 
health counseling, most students suffering from mental health problems 
do not access help on their campuses (SPRC, 2011). Most students who 
report being depressed are not receiving any type of help for their 
problem (ACHA, 2010; Eisenberg, et al., 2007). In Eisenberg's study 
(2007), only 36% of the students who screened positively for depression 
or anxiety received any form of mental health treatment. Unfortunately, 
most students who die by suicide are not being seen in the campus 
counseling center (Gallagher, 2006) making the need for outreach even 
more acute. 
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One possible way to increase this awareness is through peer 
education. Drum's research (2009) showed that 70% of students 
responding to a survey said that if they had a personal problem they 
would turn to another friend before coming to a faculty or staff member. 
Drum's 1(2009) conclusions were based on responses from over 26,000 
undergraduate students across the county. Most recently, a national 
survey of college students found similar results (mtvU and the Associated 
Press, 2008) to Drum's study. Their results corroborate Drum's findings 
that students first turn to friends when in emotional distress. Drum's 
research also concluded that only half of the students who sought the 
advice of peers for a personal issue found it helpful. 
According to the literature, top-level administrators need to 
support the mental health needs of their students through myriad 
means, including peer education, programming and services. They need 
to make mental health a priority and provide the necessary funding 
(Kitzrow, 2003). They need to accept and embrace the fact that "mental 
health is an important and legitimate concern and responsibility of 
everyone involved in higher education (including administrators, faculty 
and staff), rather than the sole responsibility of the counseling center" 
(Kitzrow, 2003, p.175). The entire community plays a key role in 
ensuring the success of its students. Counseling centers and student 
affairs administrators are an essential part of the team that help ensure 
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student retention and success in meeting personal and academic goals. 
This wil1 help the institution as "good mental health services help 
institutions retain students and tuition dollars and may also help 
prevent tragedies like those at Harvard and MIT" (Kitzrow, 2003, p. 175). 
All of these efforts are indicators of good risk management, which will 
certainly improve the recruitment and retention rates at an institution 
(Kitzrow, 2003) . 
Main Research Questions 
1.) Wh at were the experiences of the students involved in WPI's 
suicide prevention peer education program? 
2.) Wh at have they learned from the program? 
3.) What benefits did they gain from their participation? 
17 
Chapter Two: Literature Review 
Etiology of Suicide 
Definition 
According to Joiner (2005), defining suicide is not an easy task, 
and is something that has been debated over many years. The debate 
focuses on whether or not suicide truly is part of a continuum, ranging 
from mi~d suicidal ideation all the way to death by suicide, or whether 
the different manners of suicide make them categorically different from 
one another. For now, the debate remains and further research needs to 
be done to determine which one is more accurate. In either case, suicide 
is the act of causing one's own death through intentional self-injury. 
Prevalence 
There are 30,000 deaths in the United States every year- one 
every eighteen minutes (Joiner, 2005). While this is a high number, it is 
relatively low compared to other causes of death. For example, when a 
person d ies, there is a 52% chance the cause of death was either a heart 
attack or cancer, versus a little over 1% chance that it was a suicide 
(Joiner, 2005). Although it is relatively rare, it is still devastating, and 
preventable. 
According to the National College Health Survey (2007), 
unintentional injuries, suicide and homicide are leading causes of death 
for youth aged 10-24. Suicide emerges as a significant problem during 
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the high school years, increases in the college years, and continues to 
increase marginally over the next two decades (Silverman, et al., 2004). 
People aged 15-24 have highest rate of emergency room visits for 
attempted suicide. Adults aged 18-24 have highest incident of reported 
suicide ideation. According to the available data, suicide on college 
campuses occurs at a rate between 6.5 and 7.5 per 100,000, (Drum, et 
al., 2009; Silverman, et al., 1997). 
The suicide rate among college-aged youth is rising. In 2007, the 
CDC released a report showing an 8% increase in suicides among the 10-
24 age group from 2003-2004. According to the report, the rate 
increased by 8%, which is the largest annual increase in fifteen years. 
This statistic demonstrates that the need for suicide prevention efforts 
persists . Data related more specifically to college students, as opposed 
to college aged students is currently not available. 
Gender 
Men are approximately four times more likely than women to die 
by suicide. Women, however, are three times as likely as men to attempt 
suicide (Joiner, 2005). This is explained by the fact that men's attempts 
are more violent than women's, and therefore more successfully 
completed. The most common form of suicide attempt by men is firearm, 
whereas for women is it overdose or poisoning (Joiner, 2005). 
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Genetics 
Suicidal behavior does run in families. This is attributed both to 
genetics and neurobiology, as well as personality traits that put one at 
risk- such as impulsivity (Joiner, 2005). According to Joiner, "genetics, 
neurobiology, personality, and early experience are each implicated in 
the development of mental disorders, which in turn confer substantial 
risk for suicide" (p. 1 72). 
Who is Most At-Risk 
The people who have the desire, coupled with ability, are the ones 
who are at the highest risk to commit suicide (Joiner, 2005). According 
to Joiner, it goes against human nature to kill oneself. The people who 
are most risk for suicide struggle in these main areas: social skills and 
depression, and perceived burdensome on others. Therefore, struggling 
in these areas coupled with having the ability to kill oneself is what puts 
someone at the highest risk for suicide. 
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Joiner demonstrates in the following diagram: 
Co-morbidity 
Those who desire 
suicide: 
Perceived 
burdensomeness 
+ 
Fa iled belongingness 
Serious attempt or death by 
suicide 
Suicide is only "the tip of the iceberg of a larger mental health and 
substance abuse problem among college students" (Potter, et al., 2004, 
p. 4). Suicide is associated with other mental health issues, including 
depression. In one large university study, 14.5% of the students 
surveyed screened positive for depression (Gollust, et al., 2008). 
Other studies showed that in completed suicides, most individuals 
had other psychiatric problems such as previous suicidal behavior, 
depression, and substance abuse (Gould and Kramer, 2001; Sari, et al., 
2006; SPAN, 2008). Substance abuse has also been shown to be a 
significant risk factor for suicide (Fried Ellen, 2002; Gould and Kramer, 
2001; Knox, et al., 2003). 
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The American College Health Association (ACHA) conducts a 
National College Health Assessment each year to gain a current profile of 
health trends on campus. In the spring of 2010, the ACHA survey 
yielded the following results: 
Of 95,712 respondents, within the last 12 months: 
• 30. 7% felt so depressed it was difficult to 
function 
• 6.2% seriously considered suicide 
• 1.3% attempted suicide 
Different Populations and Suicid~ 
Male I Female 
Females have higher rates of suicidal thinking and attempting, but 
males have a far higher completion rate (CDC WISQARS; Youth Risk 
Behavior Survey). According to the Youth Risk Behavior Survey in 2007: 
• 8.1% of American female high school students 
reported having made a suicide attempt vs. 4.6% of male high 
sch ool students. 
• 13.2% of females reported having made a suicide plan 
vs. 8.6% of males 
• 17.4% of females reported having seriously considered 
attempting suicide vs. 10.5% of males 
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However, the completion rate for suicide is far higher among male 
youth versus female youth. According to the CDC's reporting system, 
WISQAR, in 2009, 3,481 males aged 15-24 died by suicide, as compared 
to only 659 females . 
Gay/ Lesbian/ Bisexual/ Transgender (LGBT) 
LGBT students are at a high risk for suicide, and are twice as likely 
to experience a suicidal crisis in their lifetime compared to heterosexuals 
(Meyer, et al., 2008; Silenzio, et al., 2007). According to a white paper 
published by the Suicide Prevention Resource Center in 2008, "LGB 
youth as a group experience more suicidal behavior than other youth. A 
variety of studies indicate that LGB youth are nearly one and a half to 
three times more likely to have reported suicidal ideation than non-LGB 
youth. Research from several sources also revealed that LGB youth are 
nearly one and a half to seven times more likely than non-LGB youth to 
have reported attempting suicide." 
The risk factors for LGBT students are similar to non-LGBT 
students, but also include additional stigma, prejudice , and 
discrimination they face as a result of their sexual identity (Meyer, 2003). 
For many LGBT students, the process of "coming out" and disclosing 
their sexual orientation to close family members and friends can also 
increase their risk for suicide (Hershberger, et al., 1997. 
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The SPRC paper states, "it would be difficult to overstate the 
impact of stigma and discrimination against LGBT individuals in the 
United States. Stigma and discrimination are directly tied to risk factors 
for suicide. For example, discrimination has a strong association with 
mental illness, and heterosexism may lead to isolation, family rejection, 
and lack of access to culturally competent care." 
According to the Massachusetts Youth Risk Behavior Survey in 
2006, reported that LGB high school students in Massachusetts were 
more than four times as likely as the state's non-LGB students to have 
attempted suicide in the last year. So while society may appear more 
accepting, LGB youth continue to be at high risk for suicide. 
African Americans 
According to the CDC WISQARS reporting system, between 1999 
and 2004, the suicide rate for African Americans of all ages was about 
half the overall U.S. rate. Within the African American population, 
however1 males ages 20-24 had the highest rate of suicide at 18.18 per 
100,000, with the highest risk for attempted suicide occurring between 
the ages of 15-24 (Joe, 2006). 
In the African American youth population, suicide risk used to be 
lower than the overall U.S. rate. But that gap has been closing. 
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According to the 2009 Youth Risk Behavior Survey, in the 12 months 
preceding: 
• 7 . 9% of African American high school students reported having 
made a suicide attempt (vs. 6.3% U.S. and 5.0% in Caucasians). 
In 2005 this statistic was 7.6% in the African American community 
vs. 8.4% in the U.S. 
• 9.8% reported having made a suicide plan (vs. 10.9% U.S. and 
10.3% in Caucasians) 
• 13.0% reported having seriously considered attempting suicide (vs. 
13.8% U.S. and 13.1% in Caucasians) 
A study conducted by William et al., (2006), suggested that most 
African Americans who suffer from depression and suicidal thinking do 
not seek treatment. In fact, according to the study less than half of 
African Americans and less than a quarter of Caribbean Black Americans 
struggling received treatment for severe symptoms of mental health 
disorders related to suicide. 
Hispanic Americans 
Similar to the African American community, according to the CDC 
WISQARS reporting system, between 1999 and 2004, the suicide rate for 
Hispanic Americans of all ages was also about half the overall U.S. rate. 
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Within the Hispanic population, however, the highest rate of suicide at 
30.69 per 100,000 occurred in adult males over the age of 85. Suicide is 
listed as the third leading cause of death for those aged 15 to 25 years 
old. 
Yet Hispanic youth have higher rates of suicidal thinking and 
behavior than the overall U.S. population in the same age group. 
According to the 2009 Youth Risk Behavior Survey, in the 12 months 
preceding: 
• 8.1% of Hispanic American high school students reported having 
made a suicide attempt (vs. 6.3% U.S.) 
• 12.2% reported having made a suicide plan (vs. 10.9% U.S.) 
• 15.4% reported having seriously considered attempting suicide (vs. 
13.8% U.S.) 
According to a supplement to a report submitted by the Surgeon 
General and the Department of Health and Human Services (2001), 
Hispanic children experience more mental health problems than non-
Hispanic children. Also stated in that report, similar to the population in 
the Black community, Hispanic sufferers of mental health disorders are 
also reluctant to seek treatment. 
Americar Indians/ Alaska Natives 
A cording to the CDC WISQARS reporting system, unlike the 
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African American and Latino communities, between 1999 and 2004, the 
suicide rate for American Indians/ Alaska Natives of all ages was actually 
higher tihan the overall U.S. rate at 10.84 per 100,000 (U.S. = 
10.75/ 00,000). Within this population, the highest rate of suicide at 
20.67 p r 100,000 occurs in adults aged 25-29. Suicide is listed as the 
second eading cause of death for those aged 10 to 34 years old. 
T is population has very high rates of suicidal thinking and 
compared to other ethnic populations within the same age 
group. mong American Indians/ Alaska Native youth attending Bureau 
Affairs Schools in 2001, 16% had attempted suicide in the 
precedir g 12 months before the Youth Risk Behavior Survey 
(Shaugj nessy, et al., 2004). Additionally, according to WISQARS, from 
1999-2~04, the males aged 15-24 in this population had the highest 
suicide r te among White, African American, and Asian/Pacific !slanders 
in the same age bracket. 
Al erican Indian/ Alaska Native youth suffer with more mental 
health d isorders related to suicide, such as anxiety, substance abuse, 
and depr ession (Olson, et a!., 2006). Another major issue for this 
population is the limited access to mental health services. This is often 
due to 1 ck of funding, services that are not culturally sensitive to this 
population, and a shortage of mental health professionals in the area 
with a h gh rate of turnover (Olson, et al., 2006; Gone, 2004). 
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Intemar onal Students 
I 2000, Mori looked at international students and how they 
compa e when it comes to mental health issues. There has been a 
ncrease of international students in American colleges since 
World ar II and these students face a unique set of challenges. 
ori's study concluded that international students face additional 
adjust ent issues such as being far from their support networks while 
facing , ajor cultural shifts and adjustments, language issues, dealing 
demics, finances and interpersonal relationships. There is a 
high le ~el of pressure for them to achieve academically; failing is not an 
option. It is also harder .for international students to deal with family or 
person 1 crises as they are so far from home. 
Jori's study found that counseling services are significantly 
under lsed by international students, in spite of the increased factors 
that p t them at risk. International students are more likely to 
termin te therapy than American students. Part of this could be 
attribu ed to the fact that critical cultural differences in basic beliefs 
about ental health problems and how to deal with them create barriers 
to seeJng help. The students' strong need to maintain family honor and 
avoid t t e stigma associated with mental health issues contributes to 
their re
1
sistance to seeking help. Additionally, their lack of familiarity 
about I ounseling can lead to negative perceptions and expectations of 
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counse ing. Often they do not even know about their resources, or think 
they art for American students only. These students would benefit from 
a proaJive effort to reach out to international students. 
Histo of Suicide On Campus I Changes Over the Years 
History of College Suicide Research 
lor the first half of the 20th century, there was very little research done o adolescents and youth regarding suicide. Then, from the 1950s 
to the ~980s, the U.S. suicide rate among men and women aged 15 to 24 
tripled l hich caused a new area of research on suicide to emerge, 
includi g research on college students (Haas, et al., 2003). Early 
which eflected the national trend (Haas, et al., 2003). This rise in the 
suicid rate was mostly attributed to the stresses of academic life and the 
acade ic rigors of the universities that were studied (Haas, et al., 2003). 
The qu stion subsequently arose as to whether the schools' academic 
pressu es caused this elevated stress level, or whether the schools simply 
attract d students already disposed to suicidal thoughts and behaviors 
the 1980s, the research on college suicide was inconsistent for a 
number of reasons. In 1990, Lipschitz reviewed the world's literature on 
college student suicide, and stated that the findings on the incidence of 
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college uicide were extremely inconsistent. The range he found was 
from 5 o 50 per 100,000. The studies he reviewed were widely varied as 
they in olved small, unrepresentative samples with wide variations in 
factors uch as geographical location, age range, socioeconomic status, 
ethnici , religion, and other cultural characteristics. Lipschitz 
conclu led that it was not possible to identify a study that truly 
represe · ted the national college student body. 
e next significant research to emerge was not until 1997 with 
en Study by Silverman, et al., which remains the most 
ensive suicide study among college students to date. The study 
took p1r e from 1980-1990 to assess suicide rates on Big Ten University 
campul s. Prior to this study, college student suicide rates were mostly 
for spec fie college campuses and not representative of the national 
college tudent body (Silverman, 1997). Therefore, getting a consistent 
rate of s icide among college students was not possible. The Big Ten 
Study t ·ed to account for the methodological problems that Lipschitz 
T ' e major findings of the Big Ten Study were that the largest 
number ·of suicides took place in the 20-24 year old age range and that 
as one half that of the national average of non -enrolled 
student . The Big Ten Study found that the suicide rate of college 
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students was 7.5/100,000 compared to national average of 15/100,000 
in a sample matched for age, race and gender. 
After the Big Ten Study, Silverman, et al., (1997) also found 
inconsistencies when trying to capture an accurate picture of college 
suicide- such as campus definitions of "student suicide"- some 
including all enrolled students and others only including suicides that 
occurred on campus. They also concluded that one of the major 
obstacles to obtaining accurate and consistent research on college 
suicide was the "reluctance of many universities to actively identify 
suicidal students on the grounds that this will increase the institution's 
liability in the event of a completed suicide (Haas, et al., 2003, p. 1237). 
Changes in College Student Mental Health 
Although there is agreement that suicide on campus is a concern, 
the big question remains as to whether or not today's college students 
are, in fact, more psychologically disturbed than in the past (Schwartz, 
2006). It does seem, however, that as more students attend college, 
there are more students coming who are less prepared to deal with the 
stresses and challenges of college life (Mowbray et al., 2006). 
There has been a reported increase in the number of students 
coming to campus with already diagnosed mental health conditions, as 
well as an increase in students seeking counseling services (Kitzrow, 
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2003). There has also been a report of an increase in severe mental 
health problems. A shift has occurred from more basic developmental 
problems to more severe psychological disorders. According to the 
National Survey of Counseling Center Directors at 274 institutions the 
following was reported: 
• More suicide ideation, substance abuse, prior experiences with 
psychiatric treatment or hospitalization, depression and anxiety. 
• 85% reported an increase in severe psychological problems over 
the previous five years, including: learning disabilities, self-injury 
accidents, eating disorders, alcohol and other drug problems, 
sexual assault, and problems related to previous sexual abuse. 
• A rise from 9% of students on medication to 17% (from 1994 to 
1998) 
• 89% hospitalized a student for mental health concerns, and 10% 
reported a student suicide (27 students) 
The data from the National Survey of Counseling Center Directors 
looks at this questions of changes in college student mental health over 
the years. 
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Counseling Centers' Reports 
In 2007, the National Survey of Counseling Center Directors 
reported the following: 
• 8 .5% of enrolled students sought counseling (approx. 325,000 
students) 
• 29% (over 1.1 million) were seen by counselors in other contexts 
(workshops, orientations, classroom presentations, etc.). 
• The greatest concern was finding referrals for students. The 
growing demand for services was the third greatest concern. 
• In response to this trend: 67% of the institutions were increasing 
time spent training others in the institutional community to 
recognize and respond to students in trouble and make 
appropriate referrals to the counseling center. 
• 1, 981 students were hospitalized for psychological reasons. 
• 85% of the respondents reported an increased level of concern 
about liability risks regarding student suicides. 
• There were 105 student suicides 
o 22% were current or former clients 
o 74% male 
o 82% undergrads 
o 63% occurred off campus 
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o 77% were Caucasian, 15% Asian or Pacific 
Islanders, 2% African American 
2009, that same survey found that almost 50% of those 
reported an increase in students with more serious 
gical problems over the past five years and 93.4% reported that 
the nu ber of students with severe psychological problems coming to 
college f nd seeking services continues to remain consistent. This is not 
surprisilng given that almost 16% of college women and 10% of college 
men re orted having been diagnosed with depression in their lifetime 
(Americ n College Health Association [ACHA], 2004) . 
ere is some debate about this trend, such as a study done by 
Schwar (2006) that stated these findings about increased distress 
students was based solely on the judgment and opinion of 
nals and often depend on the director's interpretation of the 
term "s vere." His study concluded that, in fact, college students are no 
more di tressed today than they were ten years ago. A study by Benton 
et al. , ( 003) using more objective data showed little change over time 
regardi g student distress levels . 
Bt nton's (2003) study, however, indicated that students are, in 
fact, ex, eriencing increased problems in less serious areas - such as 
relation hips and developmental issues- but also in the more severe 
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ch as anxiety, depression, suicidal ideation, sexual assault, and 
person ity disorders. The number of students seen for depression 
doubled over the time of the study, the number of suicidal students 
tripled, d the number of students seen after a sexual assault 
Al ough there might be disagreement on whether or not there are 
actually more students coming to college with mental health issues, 
studies how that college students do have serious mental health issues 
(FriedE len, 2002; Furr, et al., 2001; Mowbray, et al. , 2006; Silverman, 
et al., 2 04). A research consortium of 36 counseling centers estimated 
increase in anxiety, fear, and worries as well as eating disorders, alcohol 
and sub tance abuse, and anger /hostility among college students 
ere does seem to be clear evidence of increased incidence of 
depressi n among college-aged students. Some of these increases were 
dramati . In a study by Benton et al., (2003), "the number of students 
seen eacr year with depression doubled, while the number of suicidal 
student, tripled, and the number of students seen after a sexual assault 
quadrupled" (p.69). Prior to Benton's study, researchers at Kansas State 
University had conducted a 13-year study (1989-2001) of 13,257 
students· who sought help at a large Midwestern university counseling 
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center. They found that students experience more stress, more anxiety, 
and mo e depression than a decade ago. 
G ven the above reports, it is not surprising that students are 
coming o campus with higher levels of stress and mental health 
concern than in the past (Kitzrow, 2003). There is discussion, however, 
as to w ether or not this trend may be based more on perception than 
actual e idence (Kitzrow, 2003). Much of the evidence is anecdotal 
rather Jt an empirical. Also- perhaps Counseling Centers are simply 
more a are, and students are more aware of their services (Kitzrow, 
2003). 
Increase Demand for Mental Health Services 
T ere is an increase of students coming to college already 
d with a mental illness. This is partly due to advances in 
medicati ns for students struggling with issues such as depression, 
bipolar isorder and schizophrenia, which has allowed for greater access 
to colleg for these students (Fried-Ellen, 2002). There is some debate as 
to whet er this increase is real or perceived. Either way, it has caused 
se in the discussion about issues facing these students and 
whether r not campus mental health services are adequate enough to 
support hese students (Mowbray et al., 2006). 
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gardless of the debate, college counseling centers are reporting a 
signific t increase in students seeking their services (Kitzrow, 2003). In 
a study by Levine and Cureton ( 1998) 60% of senior student affairs 
officers urveyed reported a higher number of students seeking 
counsel ng services than ever before- and for longer periods of time. 
Student are seeking more on-going treatment rather than a single 
o Columbia- 40% increase since 1995 
o MIT- 50% increase from 1995-2000 
o SUNY Purchase- 48% increase over last 3 years 
o University of Cincinnati- 55% over last 6 years 
In spite of these reported increases, according to the National 
Survey f Counseling Center Directors (2009) only 28.5% reported any 
increase in staff to meet these increased demands for services. This 
indicate that higher education institutions are not able to adequately 
respond to the demand being placed on them by their students. Peer 
educatioF is one possible, cost-effective solution to this dilemma. 
N~~ surprisingly, according to Kitzrow (2003) Student Affairs 
adminisr ators also reported an increase in time (over an unspecified 
span of ~ears) spent dealing with students who were struggling with 
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mental ealth issues, and reported similar increases in the same areas 
listed b Counseling Center Directors: 
o Eating disorders +58% 
o Drug Abuse + 42% 
o .Classroom disruption +44% 
o Gambling 25% 
o Suicide Attempts +23% 
Why th Increase in Demand? 
A logical question raised is why the demand for services and the 
severity of problems have increased so much? One explanation is the 
recent e ents on campus. According to the 2007 National Survey of 
Counse ing Center Directors, following the tragedy of Virginia Tech, 66% 
reporte a significant increase in calls from faculty and staff seeking 
consult . tion about students of concern. 61% reported an increase in 
interest in developing a crisis management team. 27.6% have peer 
groups jo support students with mental health concerns. Another 49% 
of Directors surveyed were in favor of creating these, training and liability 
placed t nstraints on doing so. 
w r ether the increase in students with psychological problems 
resultin in an increased need for counseling services is real or 
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d, it is clear that the demographics of students on campus has 
been c anging over recent years (Kitzrow, 2003). The role of counseling 
centers on college campuses continues to grow and evolve based on the 
changi g needs and demographics of students. Factors include a higher 
divorce rate, family dysfunction, instability, poor parenting skills, poor 
frustra ·on tolerance, violence, and early experimentation with sex, 
drugs, •lcohol (Kitzrow, 2003). 
liege students are much more diverse than ever. In 2003, 30% 
orities, 20% were foreign-born or first generational, 55% were 
female, and 44% were over the age of 25 (Kitzrow, 2003). As 
demogr phics change, so do needs- counselors need to provide 
counsel ng for a much wider range of issues. The increase in diversity of 
the stu ent body creates challenges for preventing suicides and meeting 
the me1 tal health needs of all students (Kitzrow, 2003). Currently, there 
are moT non-traditional students (graduate, older, internationals, 
gayjlesran/bisexualjtransgendered), and this trend seems to be 
continuing as access to college continues to become easier. Additionally, 
on carnr us services are often offered for free or at a reduced rate which 
leads to an increased demand (Kitzrow, 2003). 
T~e etiology of suicide is another possible explanation. The age of 
I 
onset fo~ psychological conditions such as depression, bipolar disorder, 
and sch"zophrenia is adolescence/early adulthood, which are the 
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traditio al college age years (Fried Ellen, 2002; Kitzrow, 2003). As 
improv ments have been made in the area of effective medication, more 
student are able to attend and possibly succeed in college than before 
(Mowbr yet al., 2006), adding to the number of students needing 
support\. -
Tl[ e increased demand is not necessarily all negative. The increase 
of stud nts seeking counseling might also be a result of a decrease in the 
stigma ssociated with getting help (Kitzrow, 2003; Mowbray et al., 
2006). 
Mental ealth and Academic Success 
T e risks of counseling centers not adapting to changing needs of 
student is great. Untreated mental illness, especially depression, 
bipolar isorder, schizophrenia, and substance abuse, are the leading 
causes f suicide in young adults (Goldsmith et al., 2002). 
ide from the mental health benefits, counseling can also have an 
impact n the academic success of students. Counseling can help and 
often ha a positive impact on an individual which can lead to higher 
retentioJ (Kitzrow 2003). In fact, the opposite is also true. Not 
addressihg the issue of mental health concerns on campus can lead to 
higher d opout rates amongst college students, thus resulting in lost 
revenue . for institutions (Eisenberg, et al., 2009). Depression is a 
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significant predictor of lower grades and a higher probability of a student 
dropping out of college (Eisenberg et al., 2009). When colleges invest in 
programs to help prevent and treat the mental health problems among 
their students, they are investing in their own economic well-being 
(Eisenberg et al., 2009). 
Even though the typical age of onset for mental disorders is 18-24, 
which are the traditional college years, few studies have looked at the 
connection between mental health and academic success (Eisenberg et 
al., 2009). Eisenberg et al., (2009) looked at this discrepancy and 
conducted a study to explore the connection. They based their study on 
the premise that mental health may affect a college student's decision to 
remain at the institution as well as his/her academic performance and 
overall productivity at the institution. They found that depression was a 
significant predictor of a lower GPA as well as an indicator for a higher 
probability of dropping out. They also estimated that by improving the 
mental health of the student population, the college could expect net 
economic returns of approximately 40% relative to the costs of prevention 
measures and treatments. 
Eisenberg's results are consistent with some earlier studies. 
Berndt, et al., (2000) found that early-onset depression (defined as prior 
to adulthood) is associated with less schooling. Breslau et al., (2008) 
found that early-onset mental health disorders, other than major 
41 
depression, are associated with early termination of schooling. Other 
studies, however, found mixed evidence about the relationship between 
mental h ealth diagnosed early in life with later problems in school 
(Eisenberg, et al., 2009). For example, studies by McLeod and Owens 
(2004) and Miech, et al., (1999) found no correlation between depression 
and anxiety with later educational difficulty. Fergusson and Woodward 
(2002) found similar results in a study in New Zealand once they 
controlled for socio-demographic characteristics. Yet, a study in the U.S. 
by Fletch er (2008) found that adolescent depression was positively 
associated with high-school drop-out rates and negatively correlated with 
college enrollment rates. Marcotte et al., (2004) and Vander Stroep et al., 
(2003) also found a correlation between mental illness in high school and 
lower graduation rates. 
In 2005, Hysenbegasi, et al., compared the GPA of 121 students 
during six months following a diagnosis of depression with the GPA of a 
control group from the overall student population. This study found a 
significan t , negative association between untreated depression and GPA. 
Another study by Andrews and Wilding (2004) at a British university 
found that depression negatively affected exam scores. 
According to Kitzrow (2000), the University of Idaho Counseling & 
Testing Annual Client Satisfaction Survey found that 77% of students 
surveyed reported they were more likely to stay in school because of the 
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counseling they received. Furthermore, these students stated that their 
grades would have suffered more if they had not been in counseling. 
90% said that counseling helped them meet their goals while reducing 
the stress that was causing them to struggle academically. The retention 
rate of students in counseling was 14% higher than for students who did 
not receive counseling. A study by Turner and Berry (2000) replicated 
the finding that counseling positively impacts retention. 
Along with the impact of mental health issues on academic 
performance and retention, there can be further effects in other areas of 
a student's life on campus. These students can have a harder time than 
their peers in dealing with the pressures of college such as maintaining 
concentration, remembering important details, avoiding distractions, 
meeting deadlines, test anxiety, dealing with mental health stigma, 
working in groups, public speaking, receiving feedback, low self-esteem, 
social interactions, and motivation (Mowbray, et al. , 2006). 
All of these effects can all impact the student's ability to function: 
mentally, physically, emotionally , and interpersonally . Stu dents who are 
struggling mentally and emotionally have an impact on many members of 
a college community- beyond just themselves: roommates, faculty, staff, 
and classmates (Kitzrow, 2003). In the extreme, these students can pose 
safety risks as evidenced by the tragedy at Virginia Tech. These students 
place more demands on administrators, faculty and staff- thus 
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impacting their time to work on oth er job-related duties- most 
specifically on counseling center staff and student affairs administrators. 
As a result, many counseling centers have had to focus more clinically, 
rather than developmentally and holistically and have become less 
preventative and more clinical and crisis-oriented (Kitzrow, 2003). 
As a result of these effects, outreach to students struggling has 
become key and "the ability to identify, treat, and support students who 
are suffering from depressive illnesses is a critical strategy for campus 
suicide prevention" (Potter, et al., 2004, p.21). The increased demand for 
clinical services coupled with fewer resources, many colleges and 
universities are trying to find other, more creative ways to address 
students' needs. Right now, however, many centers are understaffed and 
resources are limited (Silverman, et al., 2004). 
Campus Response 
Peer Education In General 
Getting at-risk students into counseling centers on campus can 
reduce the rate of suicide among college students (Schwartz, 2006). 
Therefore, increasing early identification and referral for these students 
could help reduce completed suicides, especially for male students 
(Schwartz, 2006). Male students complete suicide at twice the rate of 
females, but access counseling centers at only half the rate of females 
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(Joiner, 2005; Schwartz, 2006). To help these at-risk students, 
campuses need to rely on the entire community to help identify and refer 
them. This includes peers. Peers can make a difference. According to 
SAMHSA (Substance Abuse and Mental Health Services), in 2008, five 
million Americans attended self-help groups. These support groups are 
based on the concept of peers giving support to one another. 
While several articles have been written making recommendations 
to campuses and schools about how to help prevent suicides, there have 
been very few programs designed specifically for the purpose of suicide 
prevention (Joffe, 2008). The few programs that have existed were either 
short-lived or not empirically evaluated, therefore not allowing an 
evaluation of their effectiveness (Joffe, 2008). As such, it is difficult to 
discuss them in any depth in a literature review. We can, however, look 
at the overall body of work on peer education in general to see how peer 
education has worked in other areas of behavior. 
Peer helping can be best described as broad term used to describe 
a wide range of approaches used to educate others about relevant topics 
and life skills (Butler et al., 2007). Many different terms are often used 
when talking about peer education: peer educators, peer trainers, peer 
facilitators, peer counselors, peer tutors, peer leaders, or peer helpers 
(Shiner, 1992). Peer helping has been deemed a concrete and proven 
strategy that focuses on building relationships (Black et al., 1998). It 
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helps y~ung people develop skills that offer care, support and guidance. 
I 
It is not surprising that peers report being more willing to listen to a peer 
than an older or famous person (Black et al., 1998): Through training, 
I 
studen~s learn life-long skills that they are able to apply to a variety of 
situations. Not only do they learn how to support their peers, they, 
I 
themselves, benefit as they get even more exposure to the issues faced by 
I 
I 
their age group (Black et al., 1998). 
P~er education has been popular in schools since the 1960s, and 
has becf me a well-established method for trying to impact behavior 
(Butler ~tal., 2007; Parker & McKeganey, 2000; White et al., 2009). In 
I 
the early 1990s, peer programs were described as "flourishing and 
proliferating" in regards to promoting healthy behavior (White et al., 
2009). In 2006, the American College Health Association listed peer 
educators as one of the top twelve utilized sources for disseminating 
health ih formation on college campuses. In that same report, ACHA 
listed the following topics as ones that were handled on college campuses 
I 
by peer educators: physical safety; weight, nutrition, and exercise; 
sexual behaviors; alcohol, tobacco and other drugs; and mental health. 
While some might be concerned that peers are not professionally 
trained, peers have been found to be just as effective as professionals in 
helping reduce at-risk behavior (Black, et al., 1998). Peer education has 
been shown to be effective for peers in all of the areas listed by the ACHA 
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(Butler et al., 2007; Klepp, 1986; Morrison et al., 2005; White et al., 
2009). 
One of the reasons peer education seems to be so successful and 
appealing and often used in behavioral areas dealing with lifestyle 
choices, is that it is based on the premise that peers naturally learn from 
one another during their daily interactions (Millburn, 1995; Shiner and 
Newburn, 1996; Ward et al., 1997; White et al., 2009). Furthermore, 
peers are in positions to interact with one another in ways that 
administrators typically cannot (White et al., 2009). They are in better 
positions to form personal and informal relationships with their peers, 
which allow them to identify and empathize with them and their 
experiences (White et al., 2009). 
In 1991, Silbert and Berry stated that educators and peers are the 
first to notice suicidal behaviors, and are therefore in the best position to 
intervene with students who might be planning or contemplating suicide 
(Sari, 2006). For years, students have been serving as peer counselors in 
academic advisement, orientation, healthjwellness, and residence halls. 
Having this access to students also allows administrators to utilize these 
students to further support the student body (Frisz, 1986). Services that 
might have otherwise been cut during lean financial times are able to be 
maintained by using current students (Frisz, 1986; Kitzrow, 2003). 
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Students are also able to get help more readily due to accessibility 
and approachability of their peers (Drum et al., 2009; Kitzrow, 2003; Sari 
et al., 2006). Students will who would not seek out help from a 
professional counselor for help on their own would consider doing so if 
referred to by a peer (Frisz, 1986; Drum, et al., 2009). As a result, peer 
programs have sprung up on some campuses across the country, but 
there are many barriers to good, peer-evaluated programs. 
CuTTent Suicide Prevention Strategies I Programs 
Suicide is not inevitable (AFSP website; Silverman et al., 2004; 
SPAN website). Many students have suicidal thoughts and engage in 
behaviors along a suicidal continuum before attempting or without ever 
actually attempting. Preventative measures could save lives (Gould and 
Kramer-, 2001; Kalafat, 2003; Knox et al., 2003; Silverman et al., 2004). 
In the U.S., one quarter of all people aged 18-24 are either full or part 
time college students. One can conclude, therefore, that suicide 
prevention programs in college could reach a significant amount of this 
at-risk population (Barrios, et al., 2000). 
Given the increased demands being placed on college counseling 
centers, most have been unable to put more effort into reaching out and 
finding students who are at-risk before something tragic happens (Haas 
et al., 2003). Being proactive puts increased burden on an already 
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overtaxed staff. As Haas reported, "relatively little is being done ... to 
systematically identify at-risk students prior to suicidal behavior and get 
them into treatment" (Haas, et al., 2003, p.1231). 
That is not to say that nothing is being done. According to the 
American Association of Suicidology webpage, "most suicidal persons 
give definite warnings of their suicidal thoughts, but those closest to 
them are either unaware of the significance of these warnings or do not 
know how to respond to them." As a result, strategies to address suicide 
concerns include school-based suicide awareness programs, screening, 
gatekeeper training, crisis centers and hotlines. 
Types of Suicide Prevention Programs 
Internet Referral and Web-Based Education Programs 
While there are very few peer-to-peer suicide prevention training 
programs currently on college campuses, there are a number of 
organizations that college campuses can access for information and 
assistance with their suicide prevention efforts. These are primarily 
websites or organizations that campuses can refer their faculty, staff and 
students to for more information and education on the topic of suicide. 
This has been the more popular method for suicide prevention on most 
campuses. The internet provides limitless opportunities for education 
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and resource. Many websites have emerged to help campuses educate 
their students about suicide and mental health. 
Gatekeeper Training 
Another type of program that has emerged to help with suicide 
prevention on college campuses is called gatekeeper training. 
Gatekeeper training has emerged at the top because these people are 
often the first to notice signs that someone might be struggling (Gould 
and Kramer, 2001). Gatekeepers are defined as "natural community 
helpers" and equipping them with the knowledge and skills to intervene 
when there is a concern of an at-risk student is a key component of a 
comprehensive suicide prevention program (Gould and Kramer, 2001, 
p.14) . Gatekeeper training is based on the premise that suicidal youth 
are under-identified and one way to increase this identification is to have 
more a dults who are trained in suicide prevention (Gould and Kramer, 
2001). 
According to Gould and Kramer (200 1) the goal of gatekeeper 
training is to increase knowledge, skills and attitudes; to identifying 
students at-risk; to assess level of risk; to manage the situation in the 
moment; and make a referral when needed. While research on the 
effectiveness of gatekeeping training is limited, it is encouraging (Gould 
and Kramer, 2001). Aside from focusing solely on suicide awareness, 
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training programs should include an emphasis on developing problem-
solving, coping, and cognitive skills. There also needs to be some 
attention paid to self-esteem and healthy decision making. Studies of 
peer education programs are showing that this type of training is 
effective (Orbach & Bar-Joseph, 1993). In recent years, several 
gatekeeper training programs have emerged for use on college campuses. 
Peer Training 
The types of programs discussed above focus on training 
gatekeepers- faculty, staff, and student paraprofessionals (such as 
Resident Advisors). Based on the work of Drum, et al., (2009), as 
discussed above, it has become clear that students turn to their peers 
when they need help. In Drum's nationwide study, only half of the 
respondents who were seriously considering suicide told anyone about it, 
and of those who did, two-thirds told a peer first. So while gatekeeper 
training is certainly important, it is missing a key element- peers. If 
students are going to their peers, peers need to be trained, along with 
faculty and staff. As a result, more recent programs have been designed 
to prepare students to deal with their peers, focusing on how to help 
them respond to friends in need as well as seek adult help (Barrios et al., 
2000; Kalafat, 2003; Kitzrow, 2003, Sari et al., 2006; Stuart et al., 2003.) 
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Current Peer Programs 
Currently, very few peer education programs focus on mental 
health promotion and suicide prevention. Most peer programs are 
considered "traditional" peer education programs in that they train 
students on a specific topic (alcohol/ drugs, sexual assault) and then 
those students go and make presentations to their peers. The concept of 
training peers in the area of mental health awareness and suicide 
prevention is relatively new, and more importantly, there is very little 
significant research on the effectiveness of the suicide prevention peer 
progranjls that do exist. The US Air Force Program is one of the most 
significant peer programs that currently exists and has been used as a 
model for other programs. 
The US Air Force Program 
In 1995, the suicide rate in the Air Force was extremely high. In 
response, the military implemented a suicide prevention program. This 
mandatory program focused on help seeking, developing coping skills 
and reducing the stigma associated with help-seeking. The program 
enhanced protective factors and decreased the risk factors for suicide. 
The goals of the program were the following: 
• Promote awareness of the range of risk factors related to suicide 
• Educate the community about mental health resources 
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• R4educe the stigma associated with help-seeking 
Program initiatives included strengthening social support, 
promoting development of effective coping skills, and changing policies 
and norms to encourage help-seeking 
The USAF suicide rates were studied for six years prior to and after 
program implementation (from 1990-2002) and the results showed at 
33% risk reduction for suicide as well as a sustained decline in their 
suicide rate. The conclusion reached after this study was that "a 
systemic intervention aimed at changing social norms about seeking help 
and incorporating training in suicide prevention has a considerable 
impact on promoting mental health" (Knox et al., 2003, p.l). A 
prevention program needs to look at a wide-range of challenges faced by 
participants and needs focus on stigma reduction. According the Air 
Force, the "most essential ingredient [of the program] was the reduction 
of stigma associated with help-seeking" (Registry USAF, p. 2). 
Although the program was designed for U.S. Air Force, it could be 
generalized to other institutions because it was based on a public health 
model and has been used effectively against other health trends; it is 
supported by existing theory; and members of the Air Force represent a 
broad range of ethnic, geographical and socioeconomic diversity. 
However, their program might be challenging to apply broadly as the 
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military educational structure is very different than a traditional college 
campus. 
Other Peer Programs 
Th ere are other peer training programs at schools such as the 
University of North Carolina- Greensboro and Cornell University, but 
these have not been peer reviewed. Additionally, programs based on 
WPI's Student Support Network have been started at the University of 
Maine, Towson University, Massachusetts Bay Community College, and 
Boston University. 
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Chapter Three: Methods 
Main Research Questions: 
1.) What were the experiences of students involved in WPI's suicide 
prevention peer education program? 
2.) What have they learned from the program? 
3.) What benefits did they gain from their participation? 
Participant and Site Selection: 
To find out what these 14 students learned from their experience 
in the peer education program, I used in-depth, semi-structured 
interviews to explore the views and experiences of the students involved 
in the peer education program. Below there is a detailed chart of the 14 
studenits who were interviewed. I also conducted an anonymous on-line 
survey of all past participants of the training program. 
In addition to the interviews with the 14 students, this study 
included semi-structured interviews with five counseling center directors 
from five different local institutions. The five counseling center directors 
were chosen by targeting the institutions in the same local area as WPI 
due to ease of proximity for interviews as well as personal connections 
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allowing for easier access. These directors also had some knowledge of 
WPI's program and were therefore able to comment on it. 
I also interviewed Charles (Charlie) Morse, the Director of the 
Counseling Center at WPI. He served as a key informant for me and 
provided insight into the creation and evolution of the program. 
Data Collection 
I collected two types of data for this study: semi-structured 
interviews with individuals, as well as an anonymous on-line survey. 
1) Semi-structured Individual Interviews: 
I conducted fourteen interviews of the thirty-three students who 
were involved in the fall, 2008, training program at WPI. I chose 14 
participants because this represented close to half of the entire group. I 
invited all 33 participants to interview, and chose the first 14 to respond 
who allow me to meet the guidelines I had set for myself to get a cross-
section of gender and class year. The other students who responded 
were told they would be alternates if needed. 
The interviewees consisted of seven men and seven women, in 
different class years, and from different racial and ethnic backgrounds, 
including international and domestic students. All interviews were audio 
recorded. Interviews took place in my office in the counseling center on 
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campus. There was one round of individual interviews. See Appendix B 
for interview guide. 
Table 1: Chart of Participants*: 
NAME 
Molly 
Indira 
Paige 
Amy 
Matt 
Logan 
Lisa 
Alison 
Adam 
Carolyn 
Jon 
Chris 
Max 
Rick 
GENDER 
Female 
Female 
Female 
Female 
Male 
Male 
Female 
Female 
Male 
Female 
Male 
Male 
Male 
Male 
CLASS 
YEAR/Age 
Sophomore/19 
Sophomore/ 19 
Sophomore/ 19 
Sophomore/ 19 
Senior/21 
Junior/21 
Junior/20 
Freshman/ 19 
Sophomore/20 
Sophomore/20 
Freshman/ 19 
1st Year Grad 
Student/23 
Sophomore/ 19 
Junior/21 
* names have been changed 
B. Survey: 
ETHNICITY 
Caucasian 
Indian 
Caucasian 
Caucasian 
Caucasian 
Caucasian 
Caucasian 
Jamaican 
Caucasian 
Caucasian 
Hispanic 
African 
American 
Caucasian 
Indian 
INTERVIEW 
LENGTH 
27:31 
42:14 
33:09 
20:51 
1:02:13 
59:37 
37:38 
43:04 
38:35 
37:20 
29:50 
33:43 
34:40 
45:80 
In order to triangulate the data, I also conducted an anonymous 
on-line survey of all students trained in the previous three (3) years 
(spring 2007 through spring 2009) to explore if they found that the 
training had, or had not, impacted their lives and their interactions with 
their fellow students. The purpose of the survey was to help corroborate 
the results of the 14 individual interviews by exploring whether similar or 
divergent themes emerged. 
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Surveys were conducted via Survey Monkey and were sent to all 
previously trained students. 76 responses were collected of 
approximately 100 students trained. See Appendix C for survey 
questions and results. 
Demographics of Survey Responses of Trained Peer Educators 
What is your class year? 
Figure 1 
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2012 
:· 2013 
~::: 2011 
E 2010 
· Graduate Student 
.. ~··· 
...... ·-. '····· .. 
What is your gender? 
Figure 2 
m Male 
:~ Female 
Transgender 
E Prefer Not to Answer 
When were you trained? 
D Term 2007 
• B Term 2008 
D Term 2009 
• B Term 2007 
Figure 3 
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3 . Individual Interviews with Counseling Center Directors: 
I contacted five Counseling Center Directors at five local campuses 
asking them to comment on the SSN training series by providing them 
with the SSN training manual. I wanted them to comment on their 
experiences with mental and health and suicide throughout their careers 
and on their campuses as related to the SSN training model and goals, 
as well as identify any elements they might see lacking. These 
institutions were located in the same geographic region as WPI. I 
contacted them via email asking them to participate in an in-person 
interview with me, which took place at a location of their choosing. The 
five institutions I contacted had a good variety of students to help me 
explore how this program might work on campuses different from my 
own. 
The interviews with the counseling center directors also helped 
gain a wider perspective on how peer-education programs work on other 
campuses, as well as how they would or would not change WPI's model. 
I conducted all these interviews in person and audio recorded the 
interviews. (See Appendix D for questions). 
The directors were: 
Jim D., Clark University 
Neil C., Assumption College 
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Karen C., Quinsigamond Community College 
Wendy M., Becker College 
Janet, S., Mass College of Pharmacy 
Data A nalysis 
When analyzing the data, I used open -ended coding, looking for 
key themes that emerged from the interviews. I re-visited the data at a 
later date to re-code, and check for consistency from the first time 
through the coding (See Appendix E for a Coded Sample Interview). For 
the survey, I analyzed the answers provided, and then compared these 
answers with the information gained in the individual interviews to look 
for consistency and contradictions. 
Validity 
I tape recorded every interview and transcribed them verbatim in 
order to ensure I was fully understanding the information provided. I 
listened to the tapes as well as re-read the transcripts to make sure I was 
not missing any relevant data. 
While there might be some concern about my role at WPI and my 
investment in the SSN program, I insured to the best of my ability, that 
the students were open and honest with me during their interviews. The 
students interviewed knew me from my role in their training as well as 
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my role on campus and were comfortable speaking candidly with me. I 
assured the participants at the beginning of the interviews that I wanted 
their honest opinion and thoughts on the program, regardless of my role 
and investment in the program. They were made aware that these 
interviews were being conducted as part of a doctoral research study, 
and that their responses would have no bearing on the future of the SSN 
program, and would be anonymous and confidential. They were assured 
that there were no right or wrong answers, and they were not being 
judged or evaluated in any manner. They were made aware, both verbally 
and through their informed consent, that their participation was purely 
to help understand their true experiences in the SSN program, with the 
goal of understanding how to best address an important issue such as 
suicide, and improve the program where necessary. 
As seen in the analysis section, the different types of data 
collection that I used helped triangulate the data. The counseling center 
director interviews helped me gauge whether or not some of the main 
assumptions upon which the SSN concept was based were reflected more 
broadly in the field of college student mental health. These interviews 
helped me gain some insight into how SSN was perceived by other college 
mental health experts in the field, helping account for some of the 
personal bias I might hold as a staff member of WPI and someone 
personally invested in the program. By talking with outside mental 
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health experts, I was able to ensure that I was getting an "outside" 
perspective on the program. 
The use of the on-line survey also helped ensure the validity of the 
student interviews, as the surveys were completely anonymous and 
students were able to answer questions freely and honestly. 
Lastly, I conducted a couple of member checks to make sure the 
interviews were accurate. 
In using open -ended coding, I began by coding every line of each 
interview and creating codes. From there, I paired the codes down to 
four main categories based on the themes that emerged as the saturation 
of the data occurred. At that point, I sent a sample of the interviews to a 
colleague, who is a social worker, to code. This person works in the field 
of social work. We compared our coding and where we disagreed (which 
was rare) we were able to discuss and agree on the appropriate codes. 
After coding all of my interviews, I grouped all of the codes together 
by color and read them as a group by theme. I was then able to see 
where similar ideas and comments were being stated by the interview 
participants. This helped me reach the conclusions that I made. I was 
also able to compare these to the results of the survey, as well as the 
comments shared by the counseling center directors. Where there were 
discrepant data, I noted them and tried to explain them. 
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F[nally, I ran my conclusions by Charles (Charlie) Morse, Director 
of the Student Development and Counseling Center at WPI. Charlie has 
been at WPI for over 18 years and is the creator of the SSN program. He 
served a s a key informant for me and was able to provide feedback on my 
conclusions. 
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Chapter IV: Findings 
Introduction 
In this chapter, I present an exploration of the students' 
experien ces in the SSN training program. From this, it is possible to gain 
a better understanding of how they grew and changed in their ideas and 
perceptions about mental health in general, as well as about their own 
abilities to help their friends who might be struggling. The main themes 
that emerged were A) getting help; B) identifying friends at risk; C) 
helping friends; and D) comfort with referring friends for help. 
Major Themes 
Getting Help 
The main finding was that students turn to their friends first when 
they have a personal problem. The main reasons for this seem to be 1) 
that their friends can relate better to their problems and will better 
understand what they are going through; 2) that they can trust their 
friends with their most personal issues whereas they are intimidated to 
talk to adults; and 3) that they are concerned about the stigma 
associated with going to the counseling center. 
The problems that college students face clearly range in severity, 
but the key question regardless of the severity of the problem is to whom 
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students will turn in a personal crisis. Suicide prevention programs are 
designed to provide intervention and assistance before students find 
themselves in a suicidal crisis. Training programs must be designed and 
targeted for the people who will most likely be in the best position to 
intervene at the earliest possible time, before the situation escalates into 
a life-threatening one. It is, therefore, essential to determine who those 
key helpers are in order to then properly equip them to identify friends at 
risk and to intervene appropriately. In my research, I spent a good deal 
of time talking with the students participants in the SSN training 
program about to whom they and they friends turn when they are 
struggling, and why they do so. This is a key element to understanding 
SSN as it is based in the premise that students will turn to one another 
first in times of crisis, as well as the premise that students are in the 
best position to notice when another student might be exhibiting at-risk 
behaviors. It was clear from my interviews the students in SSN 
supported those basic assumptions. 
Overwhelmingly the students interviewed reported that they will go 
to their friends first with any type of personal problem. 12 of the 14 
students interviewed made this statement- all of the male students and 
five of the female students. They cited numerous reasons for this, but 
many talked about the fact that friends understood what they were going 
through - they "get them", know their lives, and will better relate to what 
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they are dealing with than a faculty, staff or family member. The 
interviewees agreed that it is better to start talking with their peers who 
can then refer them to counselors when needed. They talked about 
already having a connection with peers, rather than a faculty or staff who 
do not know them. For them, friends know them in the college 
environment, and can relate to their problems, as relative to their college 
lives. 
Friends see them all the time, and know when something is going 
on with them. Matt talked quite a bit about living in the fraternity house 
and having his big brother in the fraternity approach him when he was 
acting in way that could have jeopardized his future at the college. Matt 
acknowledged that this friend was really able to see his behavior and was 
in a position to intervene and help him before he got into further trouble. 
For some, just the mere fact that friends are available when they 
need them- even at 3:00AM, makes them a better choice than an adult. 
Friends live with them, so they are accessible to them twenty-four hours 
a day, wh ereas it is not always as easy to find a faculty or staff member 
to talk with, or even a family member who might live far away. 
The students talked about how good they felt when they helped 
their friends, but acknowledged that it could be scary or intimidating at 
first. Friends are turning to one another for help, but that does not 
necessarily mean those friends are equipped to best help them. Both 
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Matt and Paige shared stories from high school where they had friends 
who were having problems and neither of them knew how to help them at 
first. Matt had a friend who was cutting and approached him for help. 
He said that while he was flattered that she came to him, he said "the 
conversation got a little awkward for me. I kind of closed up and didn't 
know what to say." 
Trust was a big theme that was mentioned when deciding where to 
go for help. The students talked about going to their friends first 
because they trust them. When asked this question Logan said: 
"Definitely other friends. There are a handful of people I can go to 
a bout anything going on. Ifl need to talk to somebody about 
something they will be there and I know for a number of people, I 
am one of those people for them. That's really sort of the first line, 
it's just finding one of my close trusted friends and just talking." 
Not one student said they would go to a faculty or staff member 
first with a problem. Almost everyone said friend or significant other 
first. A few said they felt comfortable talking with their parents, but even 
they said they would talk to their friends first. While parents, in some 
cases can be helpful, friends know them currently in their college 
environment, where parents know only their history. 
All felt far more comfortable going to their friends because they 
could provide more suggestions and offer advice that is more relevant to 
their lives since they understand what they are going through. They 
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even seemed a bit skeptical that anyone else could do that, besides their 
peers. 
In talking with these students, it became very clear that they do 
talk to one another about serious subjects like suicide, depression, and 
relationship issues. As will be discussed later in this section, often times 
these h elpers do not feel well equipped to handle these subjects, making 
this type of training even more important. Logan and Max in particular 
shared stories about talking with friends about serious subjects. Logan 
talked about helping his friends deal with issues of suicide, abuse, and 
relationships in general. Max talked about having friends who were more 
comfortable talking with him about issues like suicide than they would 
be with an adult and had had personal experience with friends 
considering suicide. 
Another reason the students said they go to their friends first is 
because talking to an adult, such as a counselor, can be intimidating, 
and they fear being judged. According to the data, students do not seem 
to have a good sense of what it would be like to talk with an adult or go 
to counseling, or even see how it could help them. They worry that they 
would not be able to relate to their lives or issues, and that they would 
feel judged by them. This theme came up in at least five of the 
interviews. 
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The theme of the negative stigma associated with getting help for 
mental health issues will be revisited again in later sections, but in this 
context, the stigma factor came up because there is the sense that there 
is less stigma going to friends than the counseling center. This was 
another main reason why students explained that peers turn to peers 
first. There was consensus that it is easier to talk to friends about 
serious issues without having to worry about what other students would 
think about them if they saw them entering the counseling center. There 
was also wide discussion on the fact that making the decision to go to a 
counselor felt like really admitting they have some sort of major problem, 
which seemed to be tough for students to do. Talking with friends 
instead seemed a little easier. Students talked about SSN being able to 
help bridge that gap. As Logan stated: 
"If someone is having suicidal thoughts .. .if they know someone in 
SSN and feel comfortable talking to them then they don't have to 
tell all of their friends but there's one they can talk to and that one 
person can break the stigma." 
Max talked further about the stigma, and also about the fact that 
going to counseling was admitting there is a problem. His comment 
really demonstrates much of what was reflected in the interviews 
regarding this topic: 
" ... just talking to that friend is kind of like, 'you know, I'm just 
having a bad day, I want my friend to talk to me, but to go to a 
therapist or a counselor, or something like I have a clinical 
problem. And also I think if they knew that, and other people 
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found out about it, it's like I'd be embarrassed or people would 
know there's something wrong with me." 
Adam talked about the fact that the more students who are trained 
in SSN, the more other students will be able to find someone they can 
relate to and talk to, breaking the stereotypes about mental health, and 
hopefully breaking down some of the stigma associated with getting help 
for mental health issues. It was one of the reasons he chose to 
participate in the training. 
One of the survey questions addressed this subject: 
Have you had members of the WPI community approach 
you because you are in SSN? 
Figure 4 
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• Yes 
: No 
The survey answers here show that, similar to the sentiments reflected in 
the interviews, that students will approach other students for help. It 
further shows that students have actually approached other students 
because they were in the Student Support Network. 
In the interviews when the Counseling Center was mentioned as a 
place to turn for support, the comments were mostly positive. However, 
going to counselor as someone to talk to when having a personal problem 
was only mentioned a couple of times. Adam mentioned that a few of his 
friends did come to the Counseling Center and that they did find it 
helpful. Jon also mentioned that he, himself, felt he had the people at 
the Counseling Center to help him if he really needed it. It is likely, 
however, that Jon felt this way as a result of his experience with the SSN 
training as he made this comment after having gone through it. 
It seems that the students were in agreement that the negative 
thoughts of counseling, and even using faculty and staff as a resource, 
were perceptions and not the reality. Most agreed that counseling, when 
accessed, was probably very positive. But, they acknowledged that work 
needs to be done to improve that connection and awareness amongst 
students, since the perception is currently the reality. 
When I interviewed Charlie Morse, he commented that this concept 
of peers turning to peers was the impetus for creating the Student 
Support Network and was not surprised at this finding. Although SSN as 
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it exists today evolved over the first few years (which I will discuss in a 
later section) the one constant was that it would involve peers. When I 
asked Charlie to talk about how SSN was created, one of his first 
responses was that it would have to involve peers. When I asked why, he 
responded with: 
"J ust that sense early on that peers are an underutilized resource. 
These kids will do so much if they're educated and supported." 
He supported my earlier findings that the students go to one 
another first with a problem, reiterating Drum's (2009) research that 
peers are the on the front lines. They are ones needing tools to intervene 
if they see that a friend might be suicidal. 
This leads to the next theme that emerged from the data: the 
improved ability to identify friends at-risk. With the tools gained from 
SSN training, one of the goals of SSN is to train students, who are on 
those "front-lines", to better identify students who might be in trouble, 
and get them help. 
Identifying Friends At-Risk 
One of the key premises of SSN training is that students are in the 
best position to recognize other students who might be in distress. A 
main goal of SSN training is to strengthen the trainees' abilities to notice 
the warning signs of friends who might be struggling. Most have never 
been taught the warning signs for major mental health concems 
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surrounding issues of substance abuse, anxiety and depression, and 
suicide. The majority of students would simply assume their friend's 
behavior was "normal" and would never even know to look deeper in to 
the behavior, let alone have a conversation with their friend about their 
concerns. SSN is designed to raise the trainees' awareness of what is 
"normal" behavior, and what the signs are when something might be 
more worrisome, thus warranting either a conversation with their friend 
or a con sultation with someone in the Counseling Center. 
In this section, the main theme that emerged from the data and 
will be discussed is that the students felt better prepared to identify 
when their friends were struggling beyond the normal college level of 
stress. It was clear that the students had a good sense of what caused 
stress for themselves and their friends on campus. They also could 
describe behaviors that were unhealthy ways of coping. What changed 
for many of them after having the SSN training was that they were far 
better able to recognize the warning signs of a friend struggling and 
acting in ways that went beyond "normal" behavior. They reported 
feeling better prepared to recognize the signs of a student in distress, 
which is one of the main goals of SSN training. 
The students interviewed talked at length about their increased 
confidence levels in knowing how to identify the warning signs of a friend 
who might be struggling beyond "normal." They also talked 
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overwhelmingly about the pressures and challenges of being in college, 
and how they see their friends cope in unhealthy ways- particularly with 
the use of alcohol. 
Th ere was a large amount of discussion about how stressful life 
can be at WPI, leading to many of their friends struggling in one way or 
another. People get depressed and overwhelmed often, so knowing how 
to determine when a friend's behavior goes beyond "normal" is a theme 
that was revisited in many of the interviews. In talking with Molly, she 
said: 
"I think it can be incredibly overwhelming and people get incredibly 
depressed and I think that people don't want to admit how 
widespread it is in our school, just because our school is so small, 
how easily it is to feel like you're alone ... " 
Almost every student interviewed talked about their friends being 
stressed and struggling at one point or another, and about the pressure 
to succeed. Additionally, academics are stressful, transitioning from 
high school to college, and finding where one fits in all contributes to the 
stress and anxiety levels. The consensus seemed to be that the struggles 
were often short-lived, and not overly concerning, but were still present 
in most of their friends. Paige and Logan both talked about seeing their 
friends all go through different phases of being overly stressed, but then 
coming out of it. 
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Adam and Chris talked about the pace of the school and how there 
does not seem to even be time to get help before the next issue arises. 
They ali talked about the academic pressures on them to do well, and 
how the environment fosters mental health issues. Anxiety and 
depression came up in every interview, and every student agreed it was 
prevalent on campus. Matt spoke about the high level of depression and 
anxiety at WPI and described the environment as "a big breeding ground 
for mental health issues." 
After talking about how stressed everyone was, the discussion 
turned to how their friends coped with stress. Often times, they saw 
their friends cope with the stress of school in unhealthy ways such as 
consuming alcohol, engaging in sexual behavior, or other unhealthy 
behavior s. The subject of using alcohol as a coping mechanism came up 
in almost every interview. The students talked about the fact that the 
subject of alcohol and problem drinking is the one they saw the most 
frequently with their friends. Jon's comment best highlights this theme: 
"The worst way I've actually seen on campus is that people turn to 
alcohol. I've heard that they can't wait to go out to get plastered or 
they just lock themselves up in their room and they don't really do 
anything. Which actually gets to the point where it affects their 
academics and social life too." --Jon 
There was also discussion about other unhealthy behaviors such 
as prescription drug abuse, social isolation, computer addiction, and 
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completely shutting down. Or, they talked about their friends choosing 
not to cope at all, which they acknowledged was not healthy either. They 
agreed that their friends needed to find a healthy outlet for their stress, 
or at least someone to talk to them. Every student could describe signs 
of someone they would be concerned about: drinking, sleeping too much, 
partying all the time, doing drugs, changes in behavior, and not 
participating in usual activities. 
The interviews with counseling center directors corroborated these 
same themes. Three of the five directors expressed their concerns about 
the use of alcohol on campus as a coping mechanism for stress. Both 
Neil and Jim stated that their biggest concerns were alcohol and how 
alcohol simply compounded other mental health issues. Paul mentioned 
how stressed the students on his campus were, and that they engaged in 
unhealthy coping behaviors. The directors were concerned about the 
level of binge drinking and its use as an escape from stress and other 
mental health problems. 
One of the Directors worked on a primarily commuter campus, so 
it is likely that alcohol was not as much of an issue on her campus. 
Along with alcohol, the other main concerns that the counseling center 
directors mentioned regarding students included stress, anxiety, 
depression, and relationship issues. 
77 
Talking about these behaviors helped the students to pinpoint the 
behaviors they already thought were concerning even before having the 
SSN training. Being in SSN helped students feel a lot more confident in 
recognizing when their friends' behaviors went beyond "normal" college 
behaviors, as well as when and how to intervene and talk to their friends 
about their concerns. They were easily able to talk about behaviors that 
worried them, as described above, but having the training in SSN helped 
them with their confidence and ability to look deeper into those behaviors 
and to question when a friend was acting in a particularly disturbing 
manner. Most of them talked about the signs and feeling like they are 
now more prepared to recognize them. With the training, they felt better 
prepared to handle their friends' problems, and were less afraid to 
intervene. 
Th e discussion of warning signs was rich. Knowing the warning 
signs helped them feel more confident to know what to look for, and 
when to know when their friends' behaviors might be going beyond 
normal behavior. They talked a lot about how they would now question 
troubling behavior that prior to having SSN training they would never 
have thought twice about. Adam said: 
"I definitely think I've become more alert and aware of certain 
things. In the past I could've noticed something and brushed it off 
like 'oh no, they'll be fine.' But now I look at things more and look 
at things deeper. So I am definitely more aware." 
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Now that they felt they were better prepared to recognize the 
warning signs of a friend in trouble, having had the SSN training, 
students reported feeling much more willing to approach their friends 
and express their concems. They felt like they could have a conversation 
more than they could have before the training. They were much more 
heightened to the behaviors of their friends, and were much more apt to 
questions what was going on to cause the behavior. They were more 
aware of signs that something might be wrong with their friends and 
were more apt to keep an eye out for problems to arise. This came up in 
almost every interview. Lisa summed it up, saying, "my ears are larger 
now." 
They acknowledged, however, that that was probably the biggest 
challenge for them. How would they know when someone was struggling 
with something really significant, or just an isolated situation? Their 
concern, after the training, became more about knowing when there 
really was a problem. This was one of the potential problem areas of 
SSN. Now that students were trained to be more aware of these signs, 
there was some concern that they would be oversensitive to issues, and 
might over-react. Charlie Morse, however, countered this by saying it 
would be better to overreact than underreact. 
It is not surprising that the training specifically on depression 
made an impression on many of them, especially given how many of 
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them agreed that a large number of their friends seemed to suffer from 
some form of depression at one point or another. The training helped 
them improve their ability to recognize the signs of depression and know 
when to intervene before things get worse. Many of the students shared 
personal stories about their friends struggling with depression, and how 
SSN has helped prepare them to look for the more subtle flags and signs 
if the depression should worsen. 
One interesting finding that emerged that was unexpected was the 
students reporting that being in SSN not only helped them recognize 
needs of their friends, but at times even helped them with themselves 
and their own problems. While this is not one of the main goals of SSN, 
it is certainly an added positive outcome of the program. At least five 
students commented on how they either chose to do the program in the 
first place to help themselves, or that a result of doing the program had 
the added bonus of helping them with their own problems. Charlie 
Morse corroborated this finding, commenting that after the training, a 
higher number of the trainees themselves seek help when needed. 
Students reported thinking that SSN was beneficial because it 
trained students from a variety of student groups on campus. This way, 
the hope would be that every student would be connected to someone 
trained in SSN. Obviously, this is really important in the area of suicide 
prevention, as the goal would be to have as many "eyes and ears" on 
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campus able to identify students at-risk and intervene when needed. As 
Matt said: 
"I feel like it's [SSN] definitely a beneficial thing and the more it 
grows the better off the campus is always going to be ... the more 
people who can ... go through the training and have at least some 
knowledge of how to talk to someone and help someone out or at 
least point them in the right direction if they can't do anything 
else ... " 
This is exactly one of the goals Charlie had in mind when he 
created the program. As he stated in his interview, "there are 300 kids 
who can talk about suicide on campus. There are 15 faculty and staff. 
[All] who can have these conversations." 
While the majority of students reported that they felt far better 
prepared to recognized the warning signs of a friend in distress, there 
were a couple of students who did say the training did not necessarily 
make them all that much better at being able to recognize signs and 
intervene . These students did, however, acknowledge that they are at 
least more aware of what is going on around them. 
Students also talked about having other SSN members to go to for 
help and support when trying to help another friend. One of the goals of 
SSN is to do just that- to create a support network not only for students 
who are struggling themselves, but for the students who are the helpers. 
They also need support in their role as helpers, both from professional 
staff members as well as other students. SSN is designed to offer that 
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support and assistance. Students talked about finding support in other 
SSN members, which, in turn, increased their own confidence to 
intervene when they saw a friend about whom they were concerned. 
The interviews with the counseling center directors also supported 
the notion that peers, and even other members of the community, are in 
a good position to recognize when someone might be struggling. One of 
the directors, Jim, said it was "about time somebody was doing it [this 
type of prevention program]." He stated that: 
"It's overdue and it should be deemed done because we see 
evidence it's needed ... the evidence is there. Look at how many 
[students] we see and how many we don't see and maybe they 
aren't coming in and saying "I want to kill myself' but they come in 
saying "I'm feeling bad and thinking of ways out.' ... We choose to 
make believe it's not there and then hold our finger together 
hoping somebody doesn't sort of unravel and end up in that. It's 
risky." 
Another Director, Paul, was also very much in support of using 
peers in suicide prevention efforts. He talked about suicide prevention 
being a community based approach, and how that needed to include 
peers. Wendy also stated that "the peer component was a great way to 
go." Karen called the use of peers leaders "brilliant." 
Charlie Morse reiterated some of the points raised in this section. 
Students want help. When the program first started, Charlie did not 
know what type of response to expect from the students. As the program 
began to evolve, it quickly became apparent to Charlie that there was a 
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big need out there to help these students who were feeling over their 
heads in helping their friends. It was then he decided to shift from a 
traditional peer education model to a support network one. 
The first finding that emerged from the data was that students 
turn to one another for help. The second finding was that students in 
SSN were much more able to identify friends at risk and intervene to 
help. The next section discusses the third finding to emerge, which was 
how students in SSN felt they changed and improved their abilities to 
actually help their friends when those friends turned to them with their 
problems. 
Helping Friends 
As discussed in the previous section, one of the major goals of the 
SSN training is first to prepare trainees to recognize students who might 
be struggling with a personal issue. Once a friend in need has been 
identified, it is then crucial to train them what to do if they decide to 
intervene to try to help, or when someone comes to them for help. As 
discussed in the literature review, students will go to a peer before they 
will go to an adult when they are struggling with a personal issue. Yet, 
as Drum's (2009) research showed, when these students went to another 
friend for help when they were depressed and feeling suicidal, only 51% 
of them said they felt better after having talked to that friend. SSN aims 
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to increase that percentage by better training the helpers. If we know 
students are going to one another for help, they need to be better trained 
to help them. This was one of the main reasons for the conception of 
SSN. 
In this section, students talked extensively about feeling more 
confident overall about helping their friends, whether it was something 
really serious or just an everyday problem after having SSN training. The 
training helped them to feel more comfortable helping their friends. They 
gained confidence in their abilities to approach their friends, initiate a 
conversation, and make a difference in helping their friends based on the 
skills th ey learned in SSN training. The concept of empathy made the 
biggest impact on them, as did the recognition that they should not try to 
solve their friends ' problems. This is obviously one of the major goals of 
SSN training- if students are feeling more comfortable helping their 
friends on an everyday basis, they will be more likely to notice when 
something more major starts to arise. 
A main goal of SSN training was to increase trainees' confidence 
level to intervene, as well as provide them with tools to use in a difficult 
conversation. Teaching students to use empathy is a main focus of the 
SSN training. When asked why empathy was such a main focus of the 
training, Charlie stated that it was "foundational." He described 
empathy as "this ability to get behind someone else 's eyeballs" and felt it 
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should be taught to the students in SSN as a fundamental part of the 
training program. 
The interviews revealed that students agreed that learning to use 
empathy was one of the best parts of the training, and the tool that they 
found most useful in helping their friends. Most had always tried to 
jump in and immediately try to solve their friends' problems. For the, it 
was very effective to learn to be patient and let their friends do more 
talking. This came up in almost every interview and the concept of 
empathy made a large impact on the students. Overwhelmingly, they 
reported feeling as though they increased their skill level in being able to 
talk to their friends and help them. They talked about being more 
patient, better listeners, and overall better friends. They described 
having better conversations with their friends, where they felt they got 
more in formation from their friends , and were able to continue important 
conversations for longer periods of time; getting their friends to open up 
more to them about their struggles. They learned no to just talk about 
their own problems in an effort to relate to their friends. They talked 
about how before SSN training they would often find themselves talking 
about themselves when their friends would come talk to them about their 
problems. They mentioned becoming better friends. 
Indira, Paige, Meg, and Lisa all talked about being the problem 
solver and immediately wanting to offer solutions to their friends. They 
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talked about the fact that learning about empathy has really helped them 
change that habit, and has made them much better listeners and helpers 
for their friends. Adam, Meg, and Max also all talked about learning 
about empathy and what an impression it made on them, and shared 
stories about how they had been able to use the empathy tool in 
everyday situations with their friends. They were very pleased with how 
successful the conversations had gone with their friends when using this 
technique. This also gave them more confidence to help more friends. 
Although all agreed that empathy was a useful tool, they did 
struggle with the concept of empathy, as opposed to immediate problem-
solving. It was a hard transition for them to make. Most students who 
choose to be part of SSN are natural helpers. It is their natural instinct 
to want to immediately start solving their friends' problems. 
As a result, there was some resistance to using the empathy tool, 
but most found it useful once they tried it and became more comfortable 
with it. Chris, in particular, really struggled with empathy, but did see 
some value to it. He talked about the fact that using empathy has 
helped him better understand his friends and be a better listener to 
them, as well as make them feel more comfortable when talking about 
sensitive issues. 
Max also struggled, but said that after using it, he found it be 
"incredibly powerful." Rick was also skeptical, and talked at length 
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about not "seeing the power" in active listening. But he, too, said that 
once he tried using it in a difficult conversation with a friend, he found it 
very helpful and has continued using it as a technique. 
Ten of the fourteen students interviewed noted that the use of role 
play as a training tool was helpful as it gave them the ability to try out 
new skills in a safe setting, which increased their confidence level in 
using their skills when necessary. The role play and open discussions 
also allowed them to see situations handled by their peers in a variety of 
ways they might not have thought of themselves. 
Overall, they reported feeling much more confident having difficult 
conversations with their friends, often about sensitive issues. They 
reported that they were much more aware of what they were saying, and 
how they were saying it to their friends. This is positive as it means 
more students will be willing to talk to their friends when they see a 
problem starting to arise, rather than waiting for it to become a full-
blown crisis. They are also much more aware of what their friends are 
saying. Adam said he felt more able to "get to the root of things without 
pressuring" his friends. And Max said he was a lot more "intent in trying 
to drill down into what people really mean when they say something." 
Both of these quotes demonstrate the confidence level these students 
gained from the training to intervene and help their friends when they 
see a need. 
87 
Students who are drawn to this type of training are already natural 
helpers- friends were already going to them with problems. For them, 
SSN gave them more tools and more confidence to help when this 
happens. This came up in many interviews. They talked at length about 
how they were already helping their friends, but after the training they 
felt far more confident and skilled to actually make an impact on their 
friends. This is another main focus of SSN - it targets the students who 
are already in the helper role- student athletes, student government 
leaders, club presidents, leaders in the classroom. The idea is to tap into 
the already existing network of student leaders and simply give them 
better tools to do the work they are already doing in helping their friends. 
The interviews confirmed this assumption that these students were 
already helping friends, but were often feeling ill equipped to help them, 
and even at times overwhelmed at the pressure of trying to help. 
They also expressed their concerns about often feeling concerned 
that talking with their friends would only make the situation worse. 
After the training, they felt more confident, had a better skill set, and 
were less concerned about making anything worse. This increased their 
willingness to intervene when they saw a friend struggling. They also felt 
more confident approaching friends about whom they had concerns and 
initiating that conversation. Paige said she was "less scared of the 
consequences" of helping her friends. 
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Matt mentioned he had a better understanding of when to pass a 
problem on to someone with higher qualifications. This was the case for 
a few of the students. Some had dealt with very serious issues in their 
past with friends, and did not know what do. After having SSN training, 
they felt much more prepared to handle a friend in crisis. They talked a 
bit about wishing they had had these skills when dealing with the 
problems before. Logan, Jon, and Matt all talked about situations in 
their past where they wished they had been better trained to help their 
friends. Logan said he did the training because he felt it could help him 
feel "not quite so lost" when helping friends with problems as serious as 
suicide. 
After the training, the students were much more willing to take the 
risk of asking tough questions especially surrounding issues like 
depression and suicide. They were more comfortable being able to ask 
the question about whether or not a friend was thinking about hurting 
him or herself. Rick talked about how useful he found using his SSN 
tools in a difficult conversation and Max told a story about how he 
actually asked a friend if he was thinking of hurting himself- something 
he would not have done prior to SSN training. This is a very important 
aspect of SSN training, as a key element to suicide prevention is being 
comfortable asking the question "are you thinking of hurting yourself' to 
someone who might be suicidal. 
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Another major part about being more confident to help friends was 
knowing they had the resource of the counseling center if they needed it 
-support for the supporters. Knowing they had professional people they 
felt comfortable to go to if they felt over their heads in a situation gave 
them a lot more confidence to intervene with their friends- they did not 
feel like they were going out on a limb all alone. Having knowledge of 
resources, like the Counseling Center or additional places to access for 
help such as websites or hotlines, was also seen as another source of 
support and another incentive for students to intervene more quickly 
when they saw their friends struggling. 
The survey responses also corroborated these findings, 
demonstrating the resources that SSN members use having had the 
training: 
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Which of the following resources have you used? Please check all that apply. 
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The counseling center director interviews also corroborate the 
finding that the use of empathy was an important part of suicide 
prevention training. Neil and Wendy both talked about training empathy 
as a foundational piece of the training. As Neil said: 
"I like the focus on empathy, rather than focusing on specific skills 
and really teaching them the core thing. I always say to students if 
someone has come to you in a suicidal crisis, you're the right 
person. That's it, and all you need to do is be present in any way. 
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So, I think that's what you're teaching them. Be present and know 
you've got support. I think all of that is wonderful...You are hitting 
the key areas. As I said, what I liked was the constant theme of 
empathy of not just trying a quick fix or skill kind of thing, but 
empathy [and that] gets emphasized in each session."- Neil 
Paul talked about empathy as well, stating he liked the aspect of 
the WPI program that focused on helping the students be better listeners 
and helping them "fight that tendency to want to be fixers." He 
cautioned that one of the challenges and risks in traditional peer 
education is that peer educators can feel over confident in their ability to 
fix. He liked that SSN really focused on keeping the students away from 
that, which can be one of the concerns that people might have about the 
SSN model - this concern that students will want to act as counselors. 
The use of training empathy as a core skill gets students away from 
trying to fix and act as counselors. 
The next finding to emerge from the data is directly related to the 
point that Paul made about SSN students not acting as counselors . 
Students who participated in SSN training reported increased comfort 
level and connection to the counseling center, thus increasing their 
willingness and ability to refer students more quickly for help. The next 
section discusses this finding. 
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Comfort Referring Friends For Help 
A major goal of any suicide prevention program is to train 
participants on where to go for further assistance when they feel they 
can no longer help their friends, or the problem is so severe that they 
need someone more professionally trained to get involved. Not only do 
they need to be aware of these resources, they need to feel comfortable 
enough with them themselves that they will refer their friends to use 
them, and be able to do so in a genuine and effective manner. 
From the data, it is clear that SSN training made a significant 
impact on students' perceptions of counseling and mental health issues. 
The students were able to break down some of the negative stigma 
associated with going to counseling for help, and were able to see the 
positive aspects of getting help from a professional counselor. Stigma 
reduction is a major goal of suicide prevention and mental health 
promotion and one of the main ways of hopefully reducing the suicide 
rate overall. By getting more students to normalize issues of mental 
health and help-seeking behavior, the students who are really in crisis 
will hopefully be more willing to access their resources. It is also clear 
from the data that SSN allows students to create a strong personal 
connection and relationship with the members of the Counseling Center 
staff, increasing their confidence and willingness to refer their friends 
there for help. This will increase the quality of the help they can offer the 
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friends who approach them with a problem. Almost every one of them 
said they would not have referred a friend to the Counseling Center 
before the training, but definitely would after having had the training. 
As discussed in the earlier section, with so much negative stigma 
surrounding issues of mental health and getting help for mental health 
problems, many college students will not access the mental health 
services on their campuses for fear of what their friends would say or 
think if they found out. Additionally, many students have either a 
negative perception or complete lack of knowledge of what counseling 
would even entail that they are reluctant to seek out the services on their 
accord - even when they are in desperate need of help. 
One of the purposes of SSN is to break down some of the stigma of 
mental h ealth counseling, and help students break down some of the 
barriers that keep students from accessing the resources available to 
them. By training as many students on campus as possible, the goal is 
that more students will become comfortable with the counselors and the 
process of counseling and will, in turn, be more successful talking with 
their friends about the possibility of accessing the services should the 
need arise. 
While every campus introduces its counseling services to its 
students through a variety of means such as new student orientation, 
marketing campaigns, programming, and other methods, most students 
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will not retain the information and often do not even remember that they 
have a counseling center available to them. For those reasons, SSN 
training is designed to connect as many students as possible to the 
Counseling Center and the people in it. 
A major finding that emerged was the negative stigma associated 
with the topic of mental health in general. The students talked about the 
hope that by training students in SSN, more students would have a 
positive attitude towards mental health in general, thus making it more 
mainstream and "OK" to talk about and admit when they need help. Meg 
and Molly both talked about breaking the perception that one only sees a 
counselor if they are "crazy'' or "psychotic." For them, and many of the 
other students involved in SSN, talking about counseling in a positive 
manner could help students who are struggling see that there is nothing 
wrong with seeking help when needed. 
One possible argument could be that SSN did not create these 
positive attitudes towards mental health counseling, but rather the 
students who wanted to be a part of SSN already had a decreased 
negative stigma towards mental health problems. It is likely, if they did 
not, they would not have wanted to do the training in the first place. For 
some of the students, their feelings and perceptions about counseling 
before SSN training often depended on previous personal experiences 
with counseling, and whether that was positive or negative. Some 
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already had positive connections and perceptions. Chris, Lisa, Logan, 
and Rick all talked about positive experiences they had had at the 
Counseling Center prior to the training, but emphasized that the training 
reinforced those positive perceptions. 
Although the students had these positive attitudes themselves 
about counseling, they were able to recognize that most students 
probably struggled with admitting they needed help. They felt that 
people seemed to be embarrassed to get help for mental health issues, 
even though they felt it really should not be any different than getting 
help for something physical. They stated that most college students also 
seemed to think that admitting they needed help for mental health issues 
was a struggle, and a sign of weakness. Molly said that most students 
would not say "I need help," and Paige said that most students think 
going to counseling and needing to reach out for help would "put you on 
a lesser playing field" and "knock you down a level." It was very clear 
from the data that seeking help for a mental health concern was 
perceived as a sign of weakness. 
Aside from the negative stigma associated with getting counseling, 
a lot of students talked about the fact that one's level of comfort with 
accessing help was sometimes just about a lack of knowledge of where to 
go for help. They talked about SSN training helping students feel more 
comfortable with the Counseling Center itself, as a physical entity and in 
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understanding its procedures. When it is completely foreign and 
unknown, it is far less likely that a student struggling will go there in 
times of crisis. Being a part of SSN helped students feel more 
comfortable and knowledgeable of every aspect of the Counseling Center 
and its procedures. 
This became helpful when students wanted to get their friends to 
agree to go to the Center. If they (the SSN student) could talk about the 
place, describe it, talk about how comfortable and welcoming it was from 
their own personal experiences being there, it was a lot easier to convince 
a friend to go than telling them they had never actually been there either. 
This also applied to actually knowing the counselors who worked 
in the Center. Being able to tell their friends that they had met the 
people who work there and being able to talk positively about them from 
their own personal experiences interacting with them really helped in 
getting their friends to feel more comfortable accessing the services. 
They were more able to talk about their own personal connection with 
the Center, making it easier to refer their friends. Molly put it well: 
" ... I can name drop and say I have friends there. Everyone always 
talks like Charlie is their best friend and I always thought that was 
an effective way if you are trying to talk to someone about 
counseling, like, I know the guy. I know he's a good guy ... It's not 
like, let's go meet with a stranger, it's like, let's go meet with this 
guys I know ... If I trust him, maybe they'll trust him." 
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Some students talked about the fact that no one talks about 
mental health subjects. The topic is very private, which makes it seem 
less normal. Having SSN, which trains so many students to normalize 
issues of mental health and makes talking about it OK, can really go a 
long way to helping students feel better about talking about their 
problems and therefore getting the professional help they need before it 
is too late and they are in a serious, perhaps even suicidal, crisis. The 
students talked about how SSN got more students comfortable talking 
about these issues, which, in turn, could help other students feel more 
comfortable talking about their problems and perhaps seeking out help. 
This is entirely the goal of suicide prevention strategies. One of the 
main problems is that people struggling with suicidal thoughts are too 
afraid or embarrassed to talk to anyone about how they are feeling, 
leaving them to struggle alone and eventually they try to take their own 
lives. By opening up the dialogue and sending the message that it is OK 
and normal to talk about mental health problems, the hope is that 
people struggling will be more willing to reach out and access help . 
The interviews with the counseling center directors corroborated 
what the WPI students discussed regarding stigma and stigma reduction. 
They all agreed that stigma existed on their campuses, and that any 
efforts to reduce this stigma and increase help-seeking on their 
campuses would be welcome. Jim talked a lot about how stigma gets in 
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the way of students accessing help. He said that "stigma is always a 
huge part of it." He agreed that students who need help often cannot see 
how going to counseling center will benefit them at all. Many students 
have been struggling for so long, and they have been to counselors before 
and nothing has changed, nothing is different. Wendy agreed about 
stigma saying that it is there, and it a concern. She added that students 
often wait too long to access help, often until their academics have been 
negatively affected. 
Paul stated that reducing the negative stigma should not be the 
main goal of any mental health programming, since he felt it was always 
be present. And for Karen, there was far less negative stigma associated 
with accessing counseling. In fact, it was highly sought after at her 
institution. In her experience, at a community college, the stigma was 
more associated with going to emergency mental health, in the medical 
setting, not on campus. She felt that getting medication for mental 
health has much more stigma than getting counseling. But she also 
mentioned the benefit this program would have on overall stigma 
reduction for the students being trained and the long term effects. 
Stigma reduction was exactly what Charlie had in mind when he 
created SSN. When I asked him if he thought the students' comments 
made sense regarding stigma he said, "It opens up a dialogue. It breaks 
the social taboos against talking about suicide using the "s" word." He 
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also talked about the fact that SSN training addresses this right from the 
very beginning. SSN is built on the foundation that "we're all screwed 
up ... this is the human condition." 
A main aspect of SSN training is to help students see the benefit of 
referring their friends to the Counseling Center for help, and the benefit 
of the counseling process itself. Students reported seeing the benefit of 
going to the counseling center and reported they would definitely talk 
about it with their friends who were struggling. After the training, 
students had a better understanding of what going to counseling would 
actually be like, which made it easier to explain to their friends when 
they were trying to get them to agree to go. 
Most said that before the training they probably would not have 
thought to refer their friends there for help, but absolutely would after 
the training. This came up in almost every interview. As Alison said, 
"yeah, I really couldn't do it [refer someone] before. I don't like to 
recommend things I don't know anything about." 
The students felt highly supported by the people in the Counseling 
Center having gone through the training with them and gotten to know 
them as people - not just counselors. They were able to build a 
relationship and trust, which thus allowed them to feel more confident in 
referring their friends when they felt it was warranted. Their personal 
relationships with the counselors made a huge difference in their · 
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confidence and comfort level with referring friends to the Counseling 
Center. This came up in every interview. In talking about their 
connection to the Center, they used terms like "personal connection", 
"stamp of approval", "I know these people", and "I trust them." All of 
these terms helped students feel better able to refer their friends to the 
Counseling Center for help. And they reported being much more 
successful in getting their friends to go for help as a result of this 
personal connection. 
Neil talked specifically about how powerful peer influence can be, 
and having the ability to speak personally about the Counseling Center 
the people in it would make a big difference in getting a student the help 
he/ she n eeded. Both he and Jim agreed that the personal connection 
that students made with the Counseling Center through SSN was a key 
aspect of the program, as it increased trust and credibility amongst the 
other students. 
Paul also talked about referral and agreed that the peer influence 
on referral was high. He said they get many of their referrals from their 
current peer education groups. Having education come from peers 
allows for more buy-in from the other students. The message is "we're 
someone you can come to and it's safe to talk to us." This increases the 
referral aspect. 
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My interview with Charlie supported many of these points. He 
talked at length about SSN being about making connections between 
students and the Counseling Center staff in the hopes of breaking down 
stigma and increasing help-seeking. When I asked Charlie how he 
thought SSN has helped with this problem of stigma, to which he replied: 
"Where we were pretty well-known before, we are now rock stars on 
this campus (laughs). And for counseling center staff to be so well 
liked and appreciated ... And I attribute a lot of that to SSN. We've 
got a lot of good social capital out there because we're well known. 
We've connected. So that helps to break down barriers in terms of 
help-seeking when you're so well known and so well regarded. We 
don't get to every student, but indirectly, we might just be one or 
two steps away from most students on this campus. Someone 
might say 'hey I know them, they're cool down there, they're easy 
to talk to, they're regular people. I know them."' 
The survey responses corroborated the findings in the section as 
well. These graphs demonstrate the high number of SSN members who 
recommend the Counseling Center to their friends: Charts on next page. 
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Counseling Center Director Interviews I Corroborating Data 
In interviewing the counseling center directors, some additional 
findings emerged, as well as corroborating data. Primarily these 
occurred in the area of changes in mental health of students over the 
years, as well as in their reactions to WPI's program. 
Changes in Mental Health 
Overall, the directors agreed that they had seen an increase both 
in the demand for mental health services, as well as the severity of the 
issues being presented by their students. They discussed the increase of 
students coming to college already with a diagnosed mental disorder, and 
already on medication. The discussed higher stress levels, and a much 
higher demand for on-going counseling services. 
Additionally, all of the non-WPI directors mentioned that the 
increase in volume was not met with enough increase in staffing or 
funding for outreach. Wendy stated she had seen a 15% increase in 
utilization over the past year, yet no increase in staff support. This is 
where a peer program, like SSN could help meet her demand, but not tax 
her budget. 
When I asked Charlie to comment on this, he agreed with the 
. He talked a bit about stress, and cited it as the number one 
ing college students. He said: 
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"This generation of students puts a lot more stress on themselves 
than the previous generation did. It's not the parents saying you 
have to get A's, it's them saying I have to get A's .. .it's this 
Millennia! generation. There's a lot of self-pressure." 
The directors were also all concerned that they were not reaching 
the students who were most in need of their help. Charlie agreed and 
said it was the combination of high distress and low help-seeking that 
was causing the most concern when looking at the data. 
Thoughts on WPI's Program 
All of the directors had an opportunity to review the training 
manual for WPI's program and offer their thoughts and feedback to me 
as part of their interview. For the most part, their comments were highly 
positive. Wendy said if she could bring a program to her campus she 
would just "steal" WPI's program. Karen called SSN "life-saving." Neil 
described it as "creating a sense of community and preparing key 
people ." 
When asked specifically to comment on the training aspects of 
WPI's program, the responses were all positive. They felt the program 
covered all important topic areas. Wendy suggested adding more of a 
section on boundaries and limits, ensuring that the trained students 
were not overstepping their roles. This is a good suggestion, as it is an 
area that has come up a couple of times - making sure the students are 
clear on their roles as helpers and not counselors. 
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Portability of WPI's Program 
They were also asked to comment on whether or not WPI's program 
could be replicated on another campus. All agreed it could, assuming 
there was adequate staffing and funding, as well as overall campus and 
community support. This seemed to be the biggest concem about 
implementing a program like SSN on their campuses: lack of someone to 
run the program. Wendy stated that while she would love to have an 
SSN program on her campus, she could not do so without having a full-
time person available to run it. Jim agreed, stating he could see it 
working on any campus as long as it was funded and taken seriously by 
the administration. Paul said he would consider SSN for his campus. 
He felt that peer education could work in many settings and that SSN 
would translate well onto other campuses, ending with "it looks really 
good." 
Karen was one of the most effusive supporters of the program, but 
without additional staff and space there was no way she could do the 
program on her campus, as much as she would want to do so. She did 
feel, however, that the program itself was highly portable, but cautioned 
that it needed to remain within the counseling department: 
"The program can easily be carried over to any other institution. 
·The quality is in the training. The emphasis is on the relationship 
with the student leaders and the peers who are going to be doing 
this ... but it's not portable into Student Life, it needs to be in a 
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Counseling Center. You need the clinical background to do this. 
You could not omit that." 
SSN has been replicated on four other campuses as of June, 2011. 
Charlie has consulted with a few other campuses as well who are 
considering implementing SSN. Over 150 campuses have requested the 
SSN manual. 
Concerns/ Critiques 
There were very few concerns or critiques of the program. Karen 
raised one concern regarding sustainability, and Jim was concerned 
about assessment and evaluation. As mentioned above, Karen did say 
the program should remain in the counseling center. Wendy and Paul 
both mentioned making sure there was adequate training on boundaries 
on limits to ensure the students were aware of the roles as students and 
not as counselors. 
Interview with Charlie Morse 
Charles (Charlie) Morse has worked at the Counseling Center at 
WPI for close to eighteen years. He has been the Director for over ten. I 
interviewed him to get more insight into the SSN program. It was 
interesting to see some additional themes emerge. Primarily these 
occurred in the areas of the evolution of the SSN program to where it is 
today, the importance of SSN being something "different" from traditional 
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peer education, the impact SSN has had on the WPI campus, and the 
national recognition the program has been receiving. 
Evolution ofthe SSN Program 
The SSN program has changed since WPI received its first grant in 
the fall of 2006. When I asked Charlie what his early goals were for the 
program he talked about not really knowing what the program would 
look like, just that it would involve students. He originally thought it 
might be a traditional peer education program, but that quickly changed 
once he realized what was needed. It quickly evolved into a six week 
program focused on getting students connected, and giving them some 
basic knowledge, skills, and perspectives. 
Charlie talked at length about how SSN is still constantly evolving, 
based on feedback from participants and as new research emerges. 
Charlie and his staff are always evaluating and assessing the program, 
looking at ways it needs to evolve and change to keep it fresh, relevant, 
and effective. There is now an international cohort, a staff and faculty 
cohort, and it continues to change based on feedback. 
Difference from Traditional Peer Education 
Perhaps what makes SSN so exciting is that it is something new 
and different. It is not the same model of traditional peer education that 
has been done for decades. When I asked Charlie to explain that he said: 
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"Because we're not doing any training that wants to place them in 
any specific role. So it's strategically looking at our environment 
and how and where our students are connected into support 
systems, who are the key people within those support systems, 
let 's reach out, connect with them, provide them with the 
knowledge, skills and perspectives that are going to help them be 
better in those roles. That's what's unique about this ... After we've 
trained them we have absolutely no expectations of them. We 
en courage them to stay connected, and most do, but it's more 
ga tekeeper training ... They're not required to present, or train 
others. We just want to give them knowledge so they can use it 
when they need it." 
Impact on WPI's Campus 
Sin ce SSN started, the traffic in the Counseling Center has 
increased dramatically. They have seen five times the number of student 
consults since starting SSN. More often than before, it says "SSN" on the 
referral sheets. Students are telling them more frequently that a friend 
in SSN sent them there. 
He talked about SSN enriching them as a staff: 
"Five times the number of consults. Even beyond the overall 
population increase of students at WPI an increase in students 
seeking help ... can we tie that directly to SSN? No, but is it related 
to SSN my own sense is yes. It's the number of referrals we're 
getting directly from SSN members. It enriches us as a staff. We 
get out there, we get to know students, we talk to them in very real 
sorts of ways. It's helped us as a staff really stay very close to 
students and their concerns . . . it's helped us clinically." 
When asked about referrals to the Counseling Center by SSN 
members, Charlie talked about how difficult it is to get hard data on that 
-which is one of the critiques raised by one of the other counseling center 
directors . But while he may not have hard data on that, and he 
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acknowledges that that is a struggle, he said that anecdotally he feels 
that SSN is making a large impact on the campus. When he asks 
student groups on campus if they have heard of SSN, 80% say yes. This 
has increased over the years. 
He then talked about students being helped by SSN. He can think 
of many stories of SSN trained students who bring other students they 
are concerned about in for help. This happens almost daily. 
Perhaps the most compelling story is one that Charlie told about 
the recent completed suicide at WPI: 
"The most recent experience which unfortunately was a week ago 
when we had a completed suicide here, we talked about it ... and 
someone said, this is going to make us look bad, and I said no, it's 
going to make us look human. And when we look human, we look 
like, this is a place I could be, because I'm human. This is my 
kind of place. It's messy, life is messy. So, I really think we've 
been able to change the dialogue after so many trainings on that 
edge of things. It's stuff. We all have our stuff. Life is messy." 
National Recognition 
Based on the interest in the program, Charlie and his staff created 
a manual for SSN. Over 150 campuses have that manual. Four 
campuses have implemented SSN programs on their campuses, and 
others are consulting with Charlie in hopes of doing so in the future. 
Most recently, SSN was featured in the New York Times. Charlie hopes 
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to see it on many more campuses in the future, and sees it as a necessity 
in a changing world: 
"There needs to be a shift in college counseling away [being] 
clinical settings where were meet the needs of students who are 
somehow finding us for clinical service. That's old school and it 
will go under the weight of the population need and it doesn't meet 
the need of the population need. We need to do more to education 
not just counseling centers but college campuses. We can and 
should be doing more. Little things that can have big impacts. 
They don't have to be these huge programs. Six weeks. What little 
thing can we do on a population level that will have a big impact. 
That's the question." 
When asked about what advice he would give to others who want 
to start SSN on their campuses he talked about knowing your campus, 
thinking critically about what needs to be done on campus, listening to 
students, and evolving the program. He cautioned that there are key 
aspects to the program that need to be maintained, such as keeping it a 
weekly tr aining program, as opposed to all six hours on one day. 
Charlie is very excited about the fact that SSN is "finding its legs" 
and said: 
"I feel like this concept is in its infancy and I really want to see it 
come to life on other campuses and see how it evolves. The geek in 
me wants to see what we can do in terms of data collection when 
we get a bunch of campuses doing this. The humanist in me 
wants to see it save lives on other campuses and see it spread that 
way." 
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Chapter V: Implications 
The major implications that emerged from this study are as 
follows. A program like SSN can: 
1) help create a support network of "eyes and ears" trained to 
identify at-risk students early on and refer them to the 
Counseling Center. 
2 ) Help reduce stigma, thus normalizing help-seeking behavior 
3 ) Help colleges meet the growing demand for services without 
taxing resources 
4) Increase the recruitment and retention of students 
Helping Create a Network 
SSN at WPI is able to create a network of over 300 students at any 
given time trained in warning signs for depression and suicide, and other 
mental health issues. As discussed, these are the students on the "front-
lines", living in the residence halls, in clubs and organizations, on sports 
teams, and in the classrooms. Peers go to peers first with their 
problems. Training them to know the warning signs will help best 
position them to identify problems in their friends before they become a 
full blown crisis. 
As seen in the data, the students who participate in the SSN 
training report feeling more aware of the warning signs to look for in their 
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friends beyond the "normal" college behaviors. Prior to the training, they 
acknowledged that they might not have recognized these behaviors as 
concerning, and even if they did, they would not have intervened. 
A major benefit to a program like SSN is creating a personal 
connection between students and the Counseling Center. As seen from 
the data, this was one of the major benefits to the students who 
completed the training. Allowing them to develop a personal relationship 
and trust with the counselors at the Center helped increase their comfort 
level and ability to recommend and refer their friends to there when 
necessary. 
Stigma Reduction 
It is clear from the data that a program like SSN can do a lot to 
help reduce the negative stigma associated with mental health and help-
seeking, and to promote connection between students and the 
Counseling Centers on their campuses. This is another aspect that can 
help increase students' willingness to suggest counseling to their friends 
who need it, which helps address the concerning findings from Drum's 
(2009) research about friends not getting adequate help when 
approaching their friends. The more comfortable they are with 
counseling, the more willing they will be to suggest it to their friends who 
are struggling. 
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As the data demonstrated, the students in SSN had a positive 
perception of mental health issues and of counseling in general. It was 
also clear from my interview with Charlie Morse that there has been a 
large increase in referrals to the Counseling Center since the start of the 
program. While the evidence is anecdotal and not empirical, Charlie 
correlated the increase in visits to the Counseling Center to the impact of 
SSN trained students on campus- both in direct referrals of students to 
the Counseling Center, as well as in increased comfort level with help-
seeking. This could be attributed to the normalizing of mental health 
issues on WPI's campus and the resulting decrease in the negative 
stigma. 
Meeting Demand Without Taxing Resources 
Many colleges struggle to meet the growing demand for services 
and programs without receiving adequate funding. Peer education is 
perhaps one way that colleges and universities can have a large impact 
on their campuses without a large impact on their budgets. Peer 
educator s are a widely underutilized resource. This study shows the 
impact a program like SSN can have on a campus, for relatively low to no 
cost. 
The SSN model also addresses another problem faced by other 
traditional peer education programs. One of the major problems 
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experienced with the traditional model of peer education is getting 
enough students to participate and sustain as peer educators. By 
requiring them to get trained and then obligating them to go present to 
their peers, a majority of students will choose not to participate. In part, 
this may be because they are uncomfortable presenting in front of the 
peers, but more than likely it is because they do not have the time to 
commit to more involvement beyond the training. 
The SSN model breaks from traditional peer education in that it 
does not require anything from the students beyond the initial six week 
training program. This has proven to be a highly important factor, as 
this has allowed the program to sustain for five years, training over 100 
students a year. Typically, traditional peer education models struggle to 
get student. The SSN model aims to train as many student leaders as 
possible to achieve the goals stated above. As such, these tend to be 
students who are already committed in many other leadership positions. 
The students I interviewed confirmed my assumption that had 
more of a commitment been asked of them before committing to the 
training, they would not have agreed to participate due to lack of extra 
time available. Campuses need to consider this model if they want to 
train a high number of students and create a rich network of support. 
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Training this number of students with strong personal connections 
to the counseling center to help act as "eyes and ears", is a positive and 
low-cost way to help get the most at-risk students the help they need. 
Increasing Recruitment and Retention 
In today's society where students and their families have a choice 
about where to go to college, a program like SSN could certainly be seen 
as a positive marketing tool for a campus. As Charlie said, a program 
like SSN makes WPI "look human." Students are coming to college with 
already diagnosed mental health problems and are in need of services. It 
is likely they are also looking for a campus that is accepting and 
understanding of them. Having a program like SSN on a campus shows 
a potential student and their family that WPI is a campus that is 
committed to talking about and addressing issues of mental health, and 
that getting help here is OK- it is normal. SSN signals that WPI has an 
institutional feature that signals acknowledgement of mental health 
issues and actual support. 
By creating this program at WPI, the College is trying to build an 
infrastructure that can provide a support network that starts with peer-
to-peer relationships of trust and support. In turn, these students will 
hopefully feel more connected to and comfortable with the Counseling 
Center, further encouraging students to access the mental health 
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services they need. The college, as an institution, is training human 
resources on campus, leveraging peer relationships and trying to connect 
the cadre of these peer educators to the college's mental health services. 
This effort was designed in part because institutional research has 
shown that students at-risk of suicide and depression tend not to seek 
counseling, but are more likely to turn to a peer when in distress. This 
program creates more opportunities for students to turn to the peers, 
and its aim is that those students will be better prepared to help. The 
overarching goal of the program is to keep students healthy, increasing 
their chances of graduating, which is clearly good for retention rates. 
A program like SSN can also help with retention. Mental health 
and academic health are connected. If a student is struggling with a 
mental health issue, it is likely they are struggling academically, and vice 
versa. Students trained in SSN can help get those students help sooner, 
perhaps before they have reached the point where they have to leave the 
institution- whether for personal or academic reasons. 
Gaps/ Concerns 
Some concerns about training might be that students will act as 
counselors and not refer students to the counseling center when they 
should. There have been concerns raised about liability in regards to 
this aspect. But, as Charlie pointed out, as did one of the directors I 
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interviewed, it is very clear that the students are being trained to be good 
listeners and good friends, and to recognize warning signs. As Neil, one 
of the directors said, if someone comes to you in a personal crisis, "you're 
the right person." The key is giving that person some tools to use if they 
are that person. 
The research shows that students are going to one another with 
their problems. The answer is not to simply ignore that and do nothing. 
SSN has the potential to reduce the number of suicides on a college 
campus. If a student trained in SSN recognizes another student 
struggling and is confident to approach that friend, there is the potential 
for saving a life. The data shows that 100% of the students trained felt 
comfortable referring their friends to the counseling center for help, and 
in talking to someone in the counseling center if they were concerned 
about a friend. 
Recommendations for the Field 
College campuses need to look at their suicide prevention efforts. 
With recent tragedies like the one at Virginia Tech, as well as increased 
liability being placed on colleges after completed suicides, colleges need 
to think of new and innovative ways to A) identify students at risk for a 
mental health crisis, B) intervene to get those students help, and C) help 
reduce the negative stigma on their campuses surrounding mental 
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health issues and help-seeking behavior. The literature and my study 
both support the assertion that college continues to be a place of high 
stress and anxiety for students and college need to respond in a way that 
help mitigate this. 
Suicide prevention training that targets only faculty and staff is not 
going to work. Students do not turn to a faculty or staff member for help 
when having a personal issue. They turn to their friends. While a 
campus might do a fine job of training their faculty and staff in the area 
of suicide prevention, it will not have an impact if those are not the 
people students turn to when in a crisis. Campuses need to consider a 
program like SSN that taps into the existing network of students who are 
already helping their friends and strengthen it. They need to train them 
to A) be able to identify friends at-risk by teaching them the warning 
signs, B) to have the confidence and skills to intervene when they have a 
concern about a friend's behavior and C) to increase their connection to 
and comfort level with the counseling center on campus which will 
increase their willingness and ability to refer friends who need help from 
a professional. 
Recommendations for Future Research 
As more suicide prevention programs begin to exist, more research 
needs to occur on those programs to assess their long-term effect on the 
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overall college suicide rate. It would be interesting to see how these 
programs affect this rate, and empirical, quantitative research would be 
helpful. 
It would also be helpful to try to devise a research method to 
determine if there have been any increases in referrals to the Counseling 
Center as a result of SSN on this particular campus. While I was not 
able to do so, this would be a vital piece of data to collect. While there 
has been an overall increase in visits to the Counseling Center, there has 
not been a way to determine how many of those visits were a result of 
someone who had been exposed to an SSN member. This would be 
interesting to try to research. 
I also think it would be interesting to follow up with the fourteen 
students I interviewed a year later to see if their thoughts and opinions 
had changed at all a year post-training. I would be curious to see if they 
had had more opportunities to use their training with their friends, and if 
they had perceived any changes on campus about the negative stigma 
associated with mental health and help-seeking behaviors. 
I think Drum's (2009) research could also be expanded. More 
information would useful about why students reported that when they 
went to their friends for help they did, or did not, find it helpful. I think 
more research in this area would be very helpful in order to help evolve 
suicide prevention programs on campus. If there was better knowledge 
120 
·directly from students who were considering suicide about what would 
have been helpful to them when they approached their friends, it could 
help guide the content of suicide prevention programs. 
Conclusion 
The issues of suicide and mental health on college campuses are 
not going away. In fact, as the number of students coming to campus 
with previously diagnosed mental health conditions continues to rise, the 
more ca mpuses will need to do to support them. As the pressures on 
these students also continue to rise, financially and academically, it will 
be even more important to find creative and inexpensive ways for 
campuses to respond. 
The statistics show that students will go to a peer when they face a 
personal crisis rather than approach a faculty or staff member. My 
study supported that claim, and helped explain the reasons why this is 
true. Therefore, even if faculty and staff are all trained on how to help a 
student in distress, if students are not approaching them for help, their 
training will not help avoid a potential tragedy. 
As a result, programs like SSN are an innovative way to increase 
the chance that students in crisis will receive help when they need it-
and from the source to which they will most likely turn. Tapping into the 
network of student leaders in the manner SSN does helps create an 
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additional layer of support that a counseling center simply cannot do, 
regardless of their skills and ability to handle crisis. 
We need to meet students where they are: if they are going to their 
peers, we need to train their peers. The vision of SSN is that someday 
there may be a student sitting in his/her room thinking they have no 
other ch oice but suicide. If SSN works the way it is intended, that 
student will remember hearing about SSN on campus, and perhaps look 
on the campus website. When there, he/ she will click on a link to see 
who is part of SSN, and will hopefully recognize the name of someone 
he/ she would feel comfortable talking with about the problem. In turn, 
the SSN member will know what to do when approached by this student, 
and will know how to support them in the moment, and get them the 
help they need. Or, perhaps that SSN member will have recognized 
warning signs before the student even got to this suicidal place and 
would have already intervened. 
My research has the potential to impact other students on 
campuses across the country where a similar program could be 
implemented. The overall hope is that this program will reduce the 
number of attempted and completed suicides on campus, as well as 
increase the number of students seeking help at the counseling center. 
The results of my research can help guide the efforts needed to see this 
happen. 
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Appendix A: Student Support Network Manual 
To obtain a full copy of this manual, please contact: 
Charlie Morse 
Director, Student Development and Counseling Center 
Worcester Polytechnic Institute 
Worcester, MA 01609 
508-831-5540 
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Appendix B: Participant Interview Guide 
How would you describe "mental health?" What about "mentally 
unhealthy?" 
What was the most difficult part of your transition to WPI? What 
kinds of help did you seek out/utilize? 
Can you talk about any personal experiences you've had with 
suicide or mental health in the past? 
How did you hear about SSN? What did you know about SSN? 
Why did you apply for SSN training? 
What do you think of the time commitment involved? 
What are your perceptions about depression/mental health issues 
at WPI? 
What did you like best about the training? Least? 
What did you think about the manual? Have you used it? What 
might you use in it? 
What did you learn that you think you will utilize most? 
What topics did you find particularly helpful or impactful? 
Can you tell me about any friends at WPI that you are concemed 
a bout? If so, how do you see SSN training helping you? 
What improvements/ suggestions would you make for the training? 
Do you plan on staying involved in SSN? What are your thoughts 
on the lack of required continuation? 
What would you tell a friend who might be thinking about applying 
for SSN? 
How would you describe the experience to him/her? 
Have any friends approached you for help, knowing you're in SSN? 
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How have you changed since having SSN training? How has SSN 
training affected your personal relationships? 
How prepared do you feel to recognize someone who might be 
struggling? 
What would you say to another campus Outreach Coordinator is 
considering starting aSSN on his/her campus? 
How is SSN perceived on campus? Is it known? 
How would you describe the term "stigma?" 
Do you think there's a stigma associated with counseling? How 
can SSN help with that? 
How would you describe your connection/ comfort level to the 
SDCC? 
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Appendix C: Survey Questions and Results 
To view the survey and results please go to: 
C: \Users \rschulze\AppData \Local\ Temp\ Temp3_Results[2].zip\Survey 
Summary .html 
You may also contact the writer of this dissertation. 
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Appendix D: Counseling Center Directors Interview Guide 
Tell me about your role as a counseling center director. 
Can you tell me about what concerns you have about today's college 
students? 
How long have you been doing counseling on a college campus? What 
changes have you seen over the years? 
What typically brings a student in to your counseling center? How do 
most students know about your services? 
Can you talk about your mental health promotion efforts? Your suicide 
prevention efforts? (If none, explore why not...) 
Ifyou were to design/implement a suicide prevention training program, 
what would it look like? 
What do you know about the SSN at WPI? What do you like about it? 
Not like about it? Why would/wouldn't you consider a program like this 
for your campus? 
What are your thoughts on the stigma associated with getting 
counseling? Do you see differences among different student 
populations/ demographics? 
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Appendix D: Sample Coded Interview 
Getting Help : Yellow (Y) 
Identifying Friends at Risk Green (G) 
Helping Friends: Blue (B) 
Comfort with Referral for Help: Pink (P) 
*These were in color, but could not be submitted for publication with 
color 
Alison (name has been changed) 
R: when I say the term mental health ... ? 
A: Someone ? overall not temporarily more generally speaking for a 
period of time. 
R: Not mentally healthy ... ? 
A: Well , that doesn't include people who are having problems or going 
through a hard time because all of us go through that at some point. It's 
more like someone who's having these issues and can't cope with them in 
the long term, they're just not managing and then it starts to show up in 
other areas through behaviors. 
R: What kind of behaviors? 
A: Well, different people cope different ways so some mau become 
unreasonablu withdrawn and some may tum to substance abuse or may 
just get violent. (G) 
R: You are a freshmen, is that right? 
A: Yes. 
R: Think back to when you started here ... how was the transition? 
A: A part from the workload because I think every term it scares me the 
first week I'm scared" I have all these things to do" but outside of that 
it's probably like finding someone that you could relate to. That was 
hard. 
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R: In wh at way? 
A: What happens is that so of the other students here just have different 
backgrounds and then coming from the Caribbean, like see things wrong 
and they just can't really test well, so that was a bit hard. 
R: Do you feel kind of alone in that? 
A:No, I made myself so busy I didn't have time to pick up the stuff but 
then when I came back from that break in October and I was terrified of 
it. It sucks. 
R: How were you feeling at that time? 
A:Yeah, just really sad and I was just crying and then I was okay for a 
while and then my friends are like, "oh let's take you out to make you feel 
better". I felt worse on the way back because I started thinking about 
home and how much I miss it and my friends, people who actually know 
me. Then after that weekend, you slowly extend yourself to people 
because I like to be careful and gradually friendships start to build and 
stuff got better and now they're okay. 
R: When you were feeling that way who did you reach out to for help 
A:My mom. I called her. 
R: What about here at WPI? 
A: Well, those girls who I went out with they tried to help but one of them 
she wou ldn't really understand. She's from Colorado so that's still far 
away from home but the cultural difference, she didn't have to go 
through that but my other friend she's a resident so she knows what it's 
like so she could related to me and if I said something, she'd understand 
and she also understood me with the accent which is what other girls 
couldn 't understand. I make a joke and they're like "oh okay" and then 
at one time too at the end of B Term that she was like I never understood 
most things you said. 
R: Talk about any personal experiences you've had with mental health? 
A:Mental health issues? Well, there's this girl. We used to be best 
friends before I came here, when we were little and then she went 
through a lot. Her dad died when she was young and she had a stepdad 
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and they always moved. She moved more times during the period of time 
I knew her for like five years or so. Every time, to the point where she 
just leave her stuff in the box because they have to move; and she'd lie. 
Everything is like another lie. I never understood it and then one day 
she stole from me. I was her best friend. It was my mom's jewelry and 
then another one of my friends, actually she's my best friend she's in ? 
now. It 's hard to know what's going on with her cause she doesn't like to 
burden people with her problems, even me as her friend she'd rather us 
just sit around and fool around than to be like you know, this is really 
bothering me. So when she says it, I know she must be like on the end 
but she went through a lot and she goes through this I guess. She's kind 
of promiscuous and that's how she deals with her own and she's tried 
substance like ecstasy to weed but then kind of back home, that's a bit 
cultural. But ecstasy, definitely and her dad raped her when she was 
young but that was kind of like her uncle so she hates ballet now 
because that was after ballet class. I heard her dad's a drunk guy and 
she was raised by her auntie and now she's in Canada. She's there 
illegally and she can't go to school so she missing out on making friends 
up there so it's pretty much. You know school is a social institution so 
outside of that, she has no one but family. She's like just getting more 
and more frustrated. 
R: Are you in touch with her? 
A: Yes but I can't talk to her when I'm here because the call is considered 
international calling and she doesn't have a cell phone and she doesn't 
have headphones for Skype and we're never online at the same time 
when ?? at the same time online. I just call her when I'm home. 
R: Was she going through this when you both were in Jamaica at the 
same time? 
A: Yeah 
R: How was that for you as a friend? 
A:Well, like I said because she doesn't talk a lot about them really, 
there's not much I can do if she doesn't want to say look, "this is the 
problem". But when she does say it, probably talk and ask her how she's 
feeling, what she is doing about it, how she's feeling now. I've been 
through my own problems. It's like a reoccurring one and I don't know 
why. I was finally able to talk about it two years ago when I went to the 
counseling 101 thing. So when I was fourteen, my mom said you know 
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all these rules ... guys blah blah blah. And I always obeyed my mom 
until one weekend she told me she didn't trust me. I was really upset so 
the Monday was a public holiday so I accidentally went out so I said 
mom we're going out on the road, grandma's shopping. Grandma 
dropped us off at my friend's house. This guy I like he was there. It was 
a guy I like. It was kind oflike my boyfriend at the time and then he 
tried to hold me down and then he put a pillow over my head and I was 
like, that was really like a bad experience, and then I was like just stop, 
just stop. He didn't so then I went home. I thought it was my fault and I 
was like well it was my fault so clearly can't do anything about it. I 
didn't say anything about it. I put it behind but one day I was sitting in 
class and I just started crying and I that happened August 27 2004 and 
then when on January 2005 I just started crying. ??? I went to own stuff 
?? nearly five years clearly I can trust him now. Well nothing happened 
with that one but when we're together, my friends are outside playing 
video games in the livingroom. I was like okay let's just stop and then he 
wouldn't say to my phone on the other side of the room because I was 
trying to call my friend to come and get me so like that was like another 
bad experience. I guess within the past year since last year I'm okay 
with that stuff, but mentally, I didn't want to be touched a lot of times. I 
used to look guys in their eyes most times so now I have a friend and I 
look him in the eyes sometimes if it's the two of us sometimes and then 
that whole coping thing during that first year, I was really quiet that 
night and everyone was like you're not talking why? I said I don't feel 
like talking and I guess no really understood and it just made me put up 
lots of barriers more than other people probably would but then at the 
same time, it was hard because I couldn't tell anyone. Tiffany knew. I 
told her two years after but I still told her. Obviously my mom couldn't 
know because she would get mad at me. 
R: Have you talked to anyone about that situation, counseling or 
anything like that? 
A: Well I'm okay with it now I think so just had to get through it my own 
sort of way. 
R: Anything friends could have done to help you? 
A: Well the week when everything started to go down hill for me, I had 
two friends to fill me in and sometimes I would just start crying and just 
be there. I wouldn't tell them what was wrong at the time but they were 
just there saying it's okay and they just talked to me. 
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R: Was that helpful 
A: Yeah, just having someone there. I mean you're kind of going through 
it alone but it's hard to bring up but when you tell that first person, you 
kind of put the words together. 
R: Did you feel better after talking about it? 
A: Yeah 
R: Thanks for sharing that I'm sure it wasn't easy telling that 
R: You heard about the training? But if you want to get involved with 
CAS 101 as a group, definitely I can put you on to send you information 
in D Term. Nicky's going to do more with it next year. 
So switching over to SSN, how did you first hear about it? 
J: Kelly, myRA. She was telling us about it and then she, I don't know 
who she had but she had one of the members come in and talk to us and 
she gave us slinkys and stuff and she was telling us in case we want to 
talk and come for coffee or anything, she's there. I suppose at first it 
sounded a bit strange but when you think about it, different people all 
cope with things different, some people feel like they don't really have 
anyone here that cares so they'll more gravitate towards things like that I 
probably prefer? 
R: What made you decide to apply? 
I kind of been through my own stuff. Compared to other people, my stuff 
is not as much I think I've been pretty blessed but if I can be there for 
someone, even just to let them know that someone else cares. It's good. 
You learn. 
R: What did you think of the time commitment? 
It was fine. I looked forward to it actually. It wasn't excessive. It was 
just right I suppose. Kind of short sometimes, like the hours, like it's 
finished already. I looked forward to it. 
R: what do you think about depression here at WPI? 
132 
It still kind of taboo I suppose. People aren't as willing to say hey I'm 
going through a hard time. You have someone who maybe you like but 
overall people kind of keep in their little groups and I suppose in their 
groups, their friends will help them through. (Y) Some people but then?? 
too, they don't have any friends really so they try to identify with things 
like my friends want me to join the sorority because she had no friends 
and she only got accepted because one girl felt sorry for her and now 
she's moving out because she doesn't fit in with anyone on her floor so 
she's going to leave. 
R: Do you see people struggling with mental health issues? 
A: Yeah, 
R: What sorts of things have you encountered or seen? 
Well I'm trying to see if it's happened since I've been here, I really 
wouldn't know. Some people want to compare it to. One particular 
incident, like A Term, you see one person and then slowly they just start 
change in personality so it's like a different person, went from kind of 
being out there and happy to just like my life sucks, I hate this, I never 
look happy. Not like I'm stressed, have so much work. The normal level is 
kind of a little different and then some times when you ask, it's like «I'm 
okay" and then if you ask again, kind of follow sometimes you hear I hate 
it, I'm not coping.(G) 
R: What did you like best about the training? 
The groups and I liked the role play that was really good. It is a bit 
different because it's not what the real environment will be like but it's 
got different contributions and you just hear like different ways to 
approach it. You may see like if this happens, I'm going to do A 
because I think A's the way but then someone else could be like, 
why not do Band then you're like oh I didn't even think about doing 
B. (B) 
R: You liked the role play because you could see different ways to deal 
with friends 
A: It's a fun way to look at the topic. 
R: What was your least favorite ... ? 
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A: Nothing. I pretty much liked it. 
R: what do you think you learned ... ? 
A: Empathy. No seriously. I guess most of us when someone says I 
having a hard time, I just lost my bike, it's natural for us to say 
"really" you know I remember when I lost my pencil and it was awful 
and it just turned and you don't really put yourself and think of the 
person saying "oh great, here we go". It's about her. I've been kind 
of open to looking at how people would be thinking in that situation 
and it's really most times it's kind of like just for them to get stuff 
out. (B) 
R: Topics we talked about helpful? 
A: For me, substance abuse a lot of stuff. It's different for me because 
back home it's a totally different culture. That one was like okay. Like I 
can't understand why they drink so much. That's just me but back 
home the legal age is 18 but it's not enforced so it's not a big deal and 
then leaders culturally accept it. You can go to jail for it but it's 
culturally okay. 
R: Was it interesting for you to talk about it .. from a different cultural 
perspective? 
A: It was in between for me. I enjoyed the other ones more. Anxiety was 
pretty helpful. I don't think we really look at that one a lot. That one's 
overlooked often times just like the person is stressed or having a bad 
week but we really pay attention to the little things on the edge 
constantly. That one was idle to me. 
R: Any friends you are worried about? 
A: Friends? No, acquaintances, yeah. Just kind of worried this party 
killer fellas going to get his act together. I don't think it's going to 
happen by himself. He 's the one that has the total change in personality 
and it's not the workload here it's his social life. I suppose he's not 
fitting in and a friend told me that his brother's the complete opposite. 
Everybody loves him. Second fiddle. 
R: Behaviors in particular you are worried about? 
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A: Well, he's just drags literally when we talked about it in SSN I'm like 
two people really drag themselves. He pulls himself around like "oh here 
we go again". It's like doesn't really bother to. I tried to reach out to him 
though but he wouldn't answer my phones and then the last week he 
said "you didn't call me". I'm like here's the miscalls on my phone. Then 
he was like oh you can call me. Then it was finals and he said you didn't 
call me. I said look I have finals. I'd really love to talk to you but I have 
?? So I just couldn't 
R: SSN training when you are trying to help hi? 
A: I tried the empathy thing when he was telling me that things 
weren't going quite well. I'm like really, why, what happened. 
That's terrible. Keeping it on them and just questions trying not to 
offer solutions like why don't you do this, why don't you do that? 
(B) 
R: Tell me that story again. 
A: I was coming from class or something like that and then I went down 
to the campus center. I said I'm just gonna go get my meal and go back 
to my room and get some work done. I saw my friend and she's like a 
sophomore. She was looking sad so I was like, hey what happened. She 
said I had a terrible day. I said you want to tell me about it? She's like it 
was just terrible. I sat down and she said it was awful. What happened? 
You know how I take a class, well they never listen to me and I shouted 
at my class. She's up there and trying to get through the lesson and no 
one's paying attention and they're having their own conversation and I'm. 
Well I asked them to be quiet and I asked them to be quiet. I'm like can 
you please stop talking, please stop talking and then I just lost it and 
shouted at them and then she's like staring at me and then she said I'm 
worried. What if they write me a bad evaluation and what's going to 
happen to my job. I'm like did you tell the teacher she said yeah, but he 
didn't take me seriously. He says he can handle them and I'm like well 
did you tell someone else cause she's like, having told someone else like 
another teacher or head of the department. She said I should probably 
do that. I asked her how are you going to cope because you have them 
for the rest of the term? She's like, I don't know, I'm thinking. I was just 
telling her ideas. 
R: How did that feel for you when you did that? 
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A: It was good because she was talking about it validating her own 
situation without me doing it for her. Then someone else came and it 
was the total opposite. She said how was your day, it was terrible. What 
happened? Oh my gosh yeah one time I was doing this. I said oh no, 
here we go. 
R: So you saw the difference? How did your friend react differently 
between you and the other person? 
A: She didn't really say anything but oh. 
R: What's your thoughts on future involvement with SSN? 
A: Do some of the advance training courses, probably check out CAS 
10 1. Stay involved. 
R: What did you think about the fact that you aren't required ... ? 
A: It doesn't put you under pressure because sometimes you learn the 
things and you just probably realize this isn't for me or I don't really like 
working with these people. I don't think I can, and then it doesn't put 
you in a position of gosh, what was the point in me finishing this if I have 
to be tied to it for the rest of my, especially if you are a freshmen too. By 
putting it like that, it's like oh, it just kind of relaxes you more. Even if 
you don't like it, people will be like I can finish this this term. 
R: Did that have an impact on your decision to do the program ... ? 
A: I was looking and I said okay, the time commitment and then you 
made it flexible because you know sometimes the terms here, one is 
more hectic than the other one so it made me feel comfortable because I 
don't think I can go back to orchestra now cause this term I'm working a 
little more in the office and I don't feel like going mentally crazy again 
being so stressed out, not with the winter cause I need to exercise. I 
realize I get sad over overcast days so I need that exercise . I told the 
professor and he said you either be in it or you're not. So I said I'm not, 
my health is important. So it's just better. I feel like if I'm overloading 
one term I wouldn't have to try and stretch myself down the limits to 
commit to this and everything else. I can just come and say look, things 
are a little bit rough. 
R: So the lack of requirement was good for you? 
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A: Definitely good. 
R: What would you tell a friend ... SSN? 
A: Go for it definitely. It's a good program not just for here in school on 
campus. It extends to different areas oflife. Sometimes I'm like I could 
have handled this so much better. 
R: ... you gained some skills? 
A: Yeah, you gain some skills, it kind of makes you a better friend. I 
can be a better friend to my friends. (B) 
R: So you feel like it has made you a better friend and a better listener? 
A: Yeah and what happens is why I don't keep a lot ? on my friends is 
that their also judgmental, so they're like that. If I'm going to tell you 
something and the first thing they do is tell me well the bible says this 
then I'm not going to tell you because I'm probably upset with myself 
already for doing it. 
R: So you learned how not to be judgmental as well? Do you notice it in 
more people when they do it to you? 
A: Yeah 
R: have you had any friends approach you for help knowing that you 
have been in SSN? 
A: Yeah, this girl, she's in my class she had a situation. She kind of 
came from a really sheltered background and came here thought she'd 
find the guy that loved her. College sweetheart but she realized it didn't 
go that way so try it with a couple of guys ... so ??? girls that kissed. 
All the girls have kissed and her name came up and then all the guys are 
like, what? Word got out and people were like oh she's such a disgusting 
girl and that was a hard time for her. She came into class and I'm like 
oh OMG what's wrong, you look like a train hit you. She's like, I had the 
worst weekend of my life. I said tell me what happened? She's like Jodi 
Lee. I'm like let's go to Dunkin Donuts today. So we went and she told 
me the story and she said I'm so glad I could talk to you about this. 
R: Did she know you were in SSN? 
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A: Yeah 
R: How do you think you've changed since having SSN? 
A: Better listening skills because I'm really a talker definitely. Kind 
of helped me to put myself in people positions .which is not 
something I used to do. It's not automatic. Sometimes it's like, 
let's see how the person feels now (B). And situations, things you 
wouldn't take, you probably look at it oh the persons just on the edge 
because that's just how they are or because they're just a little stressed 
and that's normal and sometimes it's not. (G) 
R: Look at situations a little differently? 
A: Yeah and it just kind of reminds you that like people do things for a 
reason, they're not just going to do things because they know it's going to 
have negative consequences. They're like, this makes me feel good so I'm 
gonna do this. I don't feel so bad on weekends anymore. 
R: do you look at your friends behavior a little differently now? 
A: Some of them. It's not easy. Sometimes it's like why? Why does it 
even matter? Sometimes you're like I understand then. 
R: How prepared do feel to recognize someone ... ? 
A: Could vary. I think I'm more prepared how to scale it and some people 
are better at hiding things and other people wear things. Sometimes the 
problem with me and recognizing it's like If you can help. Cause 
sometimes you're like wow that person just have a bad life. In some 
cases, you can't do anything because you never met them and even 
telling people hello here, even if you met them once, their like where do I 
know you from. Why are you telling me hi or they just don't say 
anything. They're not really approachable that much. 
R: what would you say to another outreach coordinator? 
A: It's better that way because a lot of times when problems arise 
sometimes it's early and they're not going to see it, even if they would get 
help in the later stage, they wouldn't acknowledge that as a problem, 
they'll just be a couple of nights of a just a little phase but if the 
student's trained then they'll be like whoa. You won't say that to them, 
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you will be like what's going on? They11 probably see that they're 
heading in a negative direction before you'd know. 
R: Peer to peer approach is good ... ? 
A: Yeah definitely. In most cases I think. You (eel more comfortable (Y) 
R: Why do you think students will go to each other before going to 
someone else 
A: First of all, you're going to confide in the person that you know. As a 
counselor, I know you have a degree but I don't know you. And sometimes 
it's strange to sit down with someone that you don't know and say a lot of 
things too. Some people it works and some people it's a struggle and then 
also it's just easier. My friends are like right across from me or I can just 
text her, ({yo, stu(( is not going good". It's just easier to talk about and 
your friends you can connect. They know you from before so they can 
draw from past things if they want and be like yeah, well remember 
something like this happened. (Y) 
R: When you think about Stigma ... ? 
A: I'm not sure. A lot of people have realized are concerned about what 
other people think of them because even in class just to raise their hand, 
"don't raise your hand beside me, it's so embarrassing. Jodi don't put up 
your hand". I'm like, what does it matter? The class. I'm like I don't care 
I'm here to learn. I find that in my class, the person beside you says this 
is so embarrassing and I just can't understand why this is so 
embarrassing so I guess opinion does matter. 
R: You think students are embarrassed to get counseling or come to the 
center? 
A: I don't know. I haven't really asked that question but it's a possibility 
if they're afraid to raise their hand in class. At least it's off campus sort 
of. I mean, how many people really stand by this gate. 
R: How do you think SSN members can help making other students feel 
more comfortable ... ? 
A: Well I guess if they just talk about- mention it immediately but kind 
of probably be a bit more interested in people. So if you kind of mention 
from time to time why you are helping them, if you have time that is. 
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Their personal relationship with the counselors. To make them seem like 
people they can relate to. I know if my friends can't relate to someone 
else then they'll be like counselor verses student. More like, this 
person's chill, let me talk to them. (Pf 
R: Talk about your connection ... referring a friend here? 
A: Definitely I recommend telling a friend because my connection level is 
pretty high. At first I was like, I don't know anyone here, I don't know 
what they're like. You have to feel out people first. At least me, get a feel 
for what they're like. Trust them. (P) 
R: How do you feel now? 
A: I feel comfortable. It's not like you're going to talk to your parents or 
someone like your parents. That's wrong, you shouldn't have done that. 
Why would you do that? I can't believe you. It's more like someone 
who's going to sit down and ask you questions until you think about it 
which you won't, which is what my parents would prefer.(P) 
R: Thin k you would be more likely to recommend someone to come ..... 
than before? 
A: Yeah, I really couldn't do it before. I don't like to recommend things I 
don't know anything about. (P) 
R: But now you feel comfortable? 
A: Yeah. 
R: Speak about Caribbean from Jamaica. Cultural attitude you grew up 
with ... ? 
A: If you're crazy, well I'm just going to put it this way. Mental health is 
like you are either crazy and you live on the side of the road or you just 
go off point to point and all the neighbors hear it. My next door 
neighbor, he's bipolar and sometimes he just gets really crazy, but things 
like depression, you're not depressed. You need to stop making up your 
face, put on a smile and go about your business. That's how it is. 
R: So not a lot of encouragement towards mental health counseling? 
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No, that hardly happens I suppose because in school, the guidance 
counselors, you would not want to talk to them at all. They don't know 
anything. It's like you're talking to a teacher in high school, which is in 
Jamaica. This is an adult and you are the child to the point that we use 
separate doors. You do not walk through the teacher's door or else you 
get a Mark, which is worse than a detention. So, imagine trying to talk 
to someone like that and counseling is like I'm going to have to say is 
becoming a fad for those who are more wealthy back home. Their 
children get in trouble, send them to counseling. They don't want to deal 
with it. That's how it is. 
R: How has that been for you so you come here to the States? Your 
attitude towards the change .. ? 
A: I guess a whole different perspective of everything. Counseling is not 
even necessarily if you have like, mental health problems. Sometimes 
you're just having a difficult time. Even if it's a difficult week or you had 
a bad experience on the weekend. It's also not scary it's not something 
that's only for those who are totally off balance and in some center. 
R: Have you always felt that way? 
A: Since I've been here. Back home I never really cared. They're down 
the road, I'm in my car. 
R: Did the training help you with that, the attitude 
A: Yes. 
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